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ARCH TURNED OUT to be an ex- 
M ceptionally busy month for 
me. I attended the Texas Hospital 
Association convention in Galves- 
ton and the New England Hospital 
Assembly in Boston. Sandwiched 
between them was a_ two-day 
meeting of the Association Struc- 
ture Committee in Chicago and two 
one-day meetings in New York 
City of the Committee on the Fi- 
nancing of Hospital Care and the 
inter-Association committee. It 
seemed to me there was unusual 
activity at the hospital to claim 
my attention too. In spite of every- 
thing, my hardworking associates 
and I managed to rough out the 
1950-51 budget—that bothersome 
but nonetheless essential opera- 
tions guide which must be formu: 
lated annually. 


My wife and I had a most in- 
teresting and enjoyable trip to 
Galveston. Flying weather was 
good; thus the few hours enroute 
were comfortable. Our only regret 
was that time did not permit a 
stopover in New Orleans. We saw 
nothing of the city except from 
the air. The same might be said of 
Houston, the great Texas metrop- 
olis. One evening during the con- 
vention we were with a party of 
26 that motored out to San Jacinto 
for dinner. We were treated to a 
view of the monument there, said 
to be a few feet higher than the 
Washington shaft, and we dined 
at the famous inn nearby, along 
side of which was anchored the 
decommissioned battleship Texas. 
San Jacinto, you will remember, is 
hallowed ground, for it was there in 
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1836 that General Sam Houston de- 
eisively defeated the Mexican Gen- 
eral Santa Ana. 


 — TEXAS hospital folks spared 
nothing to make the visiting fire- 
men feel at home. They have a 
reputation for being friendly, con- 
siderate and solicitous of one’s wel- 
fare. In every way we found that 
reputation justified. We met many 
old friends there and made a host 
of new ones. Besides the writer 
and his wife, the “‘visiting firemen” 
were George Bugbee and Leonard 
Goudy from American Hospital 
Association Headquarters; Frank 
Walter, president-elect of the 
American College of Hospital Ad- 
ministrators; Mrs. Amos Dixon, 
chairman of the Committee of 
Women’s Auxiliaries of the Amer- 
ican Hospital Association; Everett 
Jones of the Modern Hospital Pub- 
lishing Company and Mrs. Jones; 
and Dr. Paul Hawley, director of 
the American College of Surgeons. 

The convention meetings, for the 
most part, were held in the spa- 
cious public auditorium on Pleas- 
ure Pier, which extends into the 
Gulf of Mexico. On the pier also 
were the technical and educational 
exhibits numbering nearly a hun- 
dred. I was told there were 1,154 
registrants, including members of 
the allied associations whose meet- 
ings were being held concurrently. 
I had the pleasure of addressing 
not only the Texas Hospital Asso- 
ciation but also the record libra- 
rians and the women’s auxiliary 
associations. 

Before leaving Galveston I sat 


‘in for awhile on the morning of 


the tenth at the opening session of 
the two-day institute on hospital 
purchasing, directed by Leonard 
Goudy. There was good attend- 
ance, some 75 purchasing agents 
and administrators participating. 


Te COMMITTEE on Association 
Structure held its second meeting 
in mid-March. Two full days were 
devoted to a discussion of ways 
and means of strengthening and 
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increasing the usefulness of the 
Association. The committee has a 
most important assignment, but it 
is unlikely that any structural 
change recommendations will be 
submitted for action by the mem- 
bership this year. 

A studied appraisal of benefits, 
both tangible and intangible, which 
the Association has brought to its 
member hospitals (as well as to 
others in the field) these past sev- 
eral years is nothing short of re- 
markable. If we were interested 
only in the appraisal of Association 
activity in terms of dollar value 
received for dollars expended in 
the form of dues, it would be easy 
to justify those expenditures. It is 
difficult to place a dollar value on 
. intangibles because they are be- 
yond relative measurement. You 
just cannot place a price on pres- 
tige, honor and position, nor can 
you place a dollar value on good 
public relations and education. 

The position of the Association, 
in a sense, parallels that of our in- 
dividual hospitals. The extent and 
quality of the service it can be ex- 
pected to render are in direct rela- 
tion to the funds available for its 
use. The Association has under- 


taken a broad program. This pro- 
gram should be further broadened 
and intensified. To do so, a larger 
specialist staff is required and ade- 
quate headquarters facilities are 
needed. Consideration of these 
special matters had the attention 
of the Committee on Association 
Structure the better part of its 
recent sessions. If the Association 
is to do the job we expect of it, 
and if it is to continue leadership 
in the health field, its budget must 
be increased. I can think of no bet- 
ter nor more justifiable use of a 
few of our hospital operational 
dollars than to purchase additional 
Association services—both tangible 
and intangible. There are good 
prospects therefore of a dues in- 
crease recommendation coming be- 
fore the members for approval 
at the Atlantic City convention. 


F ROM THE STANDPOINT of program 
quality and subject coverage as 
well as attendance, I doubt if the 
New England Hospital Assembly 
meetings are surpassed by any 
regional group. Although I could 
not attend the opening sessions of 
the first day, I was present the 
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second and third days and had the 
pleasure of participating in the 
program. I especially enjoyed the 
trustee institute section, although 
I was one member of the panel of 
“experts” to which were directed 
questions at a fast and furious rate. 
It was heartening to see such a 
large number of hospital trustees 
present. I cannot recall having 
seen, at any hospital convention 
anywhere, so large a trustee regis- 
tration. The total registration, in- 
cidentally, was above 5,000. 
New England has a special at- 


‘ traction for me for two reasons. 


I have many hospital friends there 
and, as a youth, I lived for a time 
in the White Mountains of New 
Hampshire. Like the Texans, New 
Englanders are a friendly and con- 
siderate people. As a matter of fact, 
everywhere I go as the official rep- 
resentative of the American Hos- 
pital Association I am openly and 
warmly welcomed. 


By THE TIME this report reaches 
you, I shall have returned from a 
three-week tour of the western 
part of the country, where my 
schedule calls for appearances at 
conventions in Kansas City, 
Seattle, and Chicago. Unfortun- 
ately I shall not return to Phila- 
delphia until after the Pennsyl- 
vania Hospital celebrates, on May 
1, the 199th year of its founding. 

On the first Monday of May 
each year, beginning with 1931, I 
have been privileged as adminis- 
trator to render an account of the 
hospital’s activities at the annual 
meeting of the contributors. Long 
attachment to and deep-seated sen- 
timent for the hospital made it 
difficult to decide to be away on 
that occasion. 


: HEALTH INFORMATION Foun- 
dation of New York City is to be 
congratulated on acquiring the 
services of Kenny Williamson as 
its executive director. Kenny has 
served the American Hospital As- 
sociation conscientiously and effec- 
tively these past several years. He 
has become well known in the 
hospital field and has earned an 
enviable reputation for his good 
work in the interest of hospitals. 
He has my personal good wishes 
for a successful future. 


h=Ss——— 


John N. Hatfield, President, 
American Hospital Association 


HOSPITALS 




















peep 


te) 


WE 





makes 


ADHESIVE TAPE 


better than ever 


Try this even finer product in your hospital today. 
We think that RED CROSS Adhesive Tape 


is the finest adhesive tape on the market. 


The development of a new formula embodying 


new physical and chemical principles guarantees: 


Greater freedom from skin irritation 
Better sticking qualities 
Prolonged freshness 
Easier unwinding 
Whiter, more sanitary appearance 


Use it once and you'll understand why more hospitals prefer 
and use RED CROSS Adhesive Tape than any other brand. 


HOSPITAL DIVISION 


This product has no connection whateves 


with the American National Red Cross 





ON GENERAL HOSPITAL BED CAPACITY 


HIS IS AN ERA of building, in the 

hospital field as well as in in- 
dustry and private housing, and 
both private institutions and the 
Veterans Administration are en- 
gaged in putting up new buildings 
with all the latest facilities and 
architectural innovations. Because 
some have wondered whether or 
not the real need is being fulfilled 
by these, six administrators discuss 
below this question: ‘Do you think 
we are or are not building too 
much general hospital bed capac- 
ity, and what are some of the 
factors that influence your con- 
viction?” 


Boards warned to avoid 
extensive overbuilding 


“EXPERIENCE IS FALLACIOUS and 
judgment difficult.” Nowhere is 
this quotation from the aphorisms 
of Hippocrates more applicable 
than in the process of determining 
the number and kind of beds need- 
ed to furnish adequate facilities for 
hospital care for all the people of 
the United States. There are so 
many factors to be considered in 
the provision for and the distribu- 
tion of hospital facilities that each 
community must be regarded as a 
special problem. What would be 
considered adequate for one might 
be entirely insufficient for another 
or excessive for still another. There 
are some areas where the supply 
of beds for general hospital care is 
ample, while nowhere does there 
appear to be enough for the care of 
chronic disease or of mental illness. 

Because of a number of factors, 
there is a greatly increased demand 
for general hospital facilities, and 
almost every hospital governing 
board is impressed with the belief 
that extensive expansion is the sole 
solution of the problem of meeting 
the demand. Little thought is given 
to a consideration of methods 
which would tend to lessen the 
pressure for hospital beds. 

There is a large element of eco- 
nomics in what determines the 
demand for general hospital care. 
A very little in the way of a fi- 
nancial recession. will result in a 
marked effect on hospital occu- 
pancy. A low occupancy and a 
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high deficit are such inseparable 
companions that boards of general 
hospitals embarking on building 
programs should be realistic and 
recognize that there is such a 
danger as overbuilding. 

They should go a little deeper 
in their thinking than one board 
member who lately concluded that 
because the 400-bed hospital of 
which he is a trustee has had a 
waiting list of 200 the capacity 
should be increased to 600 beds. 
Fortunately, the hospital consult- 
ant was able to show, in this par- 
ticular instance, that an expansion 
of 60 beds would not only meet 
present needs but would provide a 
reasonable reserve for the future. 

If, in planning, more thought is 
given to provision for extensive 
future expansion, both of bed 
space and service areas, without 
disruption of normal operation or 
disturbance of physical structure, 
there will be less inclination to 
overestimate the capacity needed. 
Lack of vision in this respect in the 
past has greatly complicated build- 
ing programs recently undertaken. 
—Dr. CHRISTOPHER PARNALL, hos- 
pital consultant, Ann Arbor, Mich. 


Outside hospital care will 


‘cut. bed requirements 


THE TRADITIONAL CRITERION for 
admission to general hospitals 
should be reviewed and readjusted, 
with the possibility of reducing the 
over-all plans for intramural hos- 
pital bed expansion. It was fashion- 
able and something of an indoor 
sport for hospitals, during the latter 
part of World War II, to plan ex- 
pansively, as some thought at the 
time, and expensively, as we all 
know now. It seems a pity, but 
hospital economics took precedence 
in our thinking and dominated it. 
Then, to aggravate matters, we in- 
dulged in a spree of optimism. 

It has always been my conten- 
tion that the hospital must first 
find a way to individualize care 
and to see the patient in the midst 
of his family and his environment 
in order to understand his prob- 
lems and to plan for him better. It 
was under the compulsion of this 
motive, aided more recently by the 


expense motive, that we formu- 
lated the extramural hospital pro- 
gram, which radiates hospital care 
on a mobile basis into the patient's 
home. This service has now been 
integrated so successfully with the 
intramural program in our demon- 
stration project that hospitals gen- 
erally would do well to study the 
lesson and readjust their expan- 
sion programs accordingly. 

We shall need fewer additional 
beds, while modernizing those that 
we have, if each hospital will de- 
velop an extramural program 
which will make its prime services 
available to the patient outside, as 
well as to the patient inside, its 
walls.—Dr. E. M. BLUESTONE, di- 
rector, Montefiore Hospital, New 
York City. 


Shorter bed stay seen 
in hospital of future 


THE CURRENT NATION-WIDE pro- 
gram of hospital construction ap- 
pears to have three hazards: (1) 
An emphasis on quantity rather 
than quality of hospital facilities, 
(2) a tendency toward unreason- 
able enlargement of hospitals rath- 
er than replacement of obsolete 
portions of existing ones, and (3) 
a multiplication of small hospitals 
in rural areas where good trans- 
portation permits ready access to 
nearby institutions. 

It would be unwise to generalize, 
for there are areas where hospital 
accommodation is woefully below 
any decent standard. Furthermore, 
the various state survey commit- 
tees have done well in appraising 
need on a priority basis, and the 
administration of federal funds in 
this program deserves praise. 

The shifting pattern of medical 
and hospital care, however, points 
to the treatment of more patients 
on their feet and fewer on their 
backs in the future. Medicine 
rather than surgery will probably 
have the spotlight in the hospital 
of tomorrow, and, excluding chron- 
ic patients, the general hospital 
will experience shorter bed stays 
and more ambulatory care. Who 
can quarrel with this as a desirable 
social development? In time the 
Blue Cross plans probably will be 
geared more closely to such a 
change. 

This leads one to question the 
accepted ratio of beds to popula- 
tion for general hospital or acute 
care, but any revision downward 
probably will be offset by the in- 
creasing need for beds for chronic 
patients as the national average 
age creeps upward. 

We acclaim the fact that the 
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Hill-Burton Act imposes no subse- 
quent control of direction of hos- 
pitals built with its aid. It is feared 
by some, however, that the crea- 
tion of small hospitals in many 
instances may encourage sloppy 
professional care unless the hospi- 
tal is affiliated with a larger one 
for supervision of its clinical activ- 
ities. Who will deny that much un- 
necessary surgery, for example, is 
done by incompetent but licensed 
physicians? This is true of large 
and small hospitals, but it is more 




















frequent and possible in the small 
ones. 

A system of regionalization of 
small and large hospitals within an 
area is much touted but little tried. 
Perhaps, in the long run, a more 
emphatic insistence on such a pat- 
tern in the granting of federal 
funds for construction of small 
hospitals would have done much 
to raise the standards of medical 
and surgical care in hospitals. In- 
deed, it may well be that in their 
generosity the governmental agen- 
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Every successful fund-raising campaign that opens the doors 
of a hospital also opens new doors for the fund-raising counsel. 

In 1949, for example, a LAWSON ASSOCIATES campaign 
raised more than $979,000 for St. Joseph's Hospital in Lancaster, 
Pennsylvania. Gifts still are being received. This great hospital 
is administered by the Sisters of the Third Order of.St. Francis. 

This same Order of Sisters conducts St. Francis Hospital in 
Trenton, New Jersey, which has just initiated a $3,000,000 build- 
ing program. One-third of this sum is to be raised by public 
subscription, and LAWSON ASSOCIATES have been retained to 
direct this million-dollar campaign. 

In the nearby city of Camden, New Jersey, Our Lady of 
Lourdes Hospital will soon open its doors to the public. A LAW- 
SON ASSOCIATES campaign raised $2,408,000 toward the cost 


Two LAWSON ASSOCIATES campaigns within four years 
obtained more than $1,392,000 for Divine Providence Hospital, 
in Williamsport, Pennsylvania. This hospital will open in 1950, 
as the result of the second LAWSON campaign, which raised 
$645,842 against a $600,000 goal early this year. 

The methods and services which produced these successful 
hospital campaigns are described in our brochure, “Fund 


Write, today, for your copy to Department A-5 
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Incorporated 
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cies administering this program 
have missed the opportunity of a 
generation.—Dr. BAsIL C. Mac- 
LEAN, director, Strong Memorial 
Hospital, Rochester, N. Y. 


Modern aims mean need 
for more general beds 


A HELPFUL ANSWER to the ques- 
tion of whether or not too many 
general hospital beds are being 
built would depend on one’s def- 
inition of a general hospital and on 
geographical locations of hospitals. 
Under present conditions, it seems 
to me that not enough general hos- 
pital beds are being added. 

When considering a definition of 
a general hospital, we find that 
today’s differs in many ways from 
its counterpart of a generation . 
ago. Most of the better hospitals 
have changed, but some are only 
now beginning to change their 
scope and size in keeping with 
visible and palpable changing con- 
ditions. 

Hospital authorities and planners 
do, or should, recognize such mat- 
ters as: 

1. The ever-growing and vast 
difference between birth and death 
rate levels and the resulting growth 
in population. 

2. The present-day older age 
levels of the population—the life 
expectancy is now 69 years—with 
the corresponding number of dis- 
abilities of middle age and older 
people. 

3. The shifts from rural to ur- 
ban life, resulting in changes from 
predominantly agricultural to com- 
mercial and industrial occupations. 

4. The changes in industry and 
labor, where more than 62 million 
persons are now gainfully em- 
ployed, bringing about an increase 
in the absolute number of injuries 
and occupational diseases. 

5. The social, economic and 
health effects on the American 
family caused by high income, high 
costs of living, and life insurance, 
which now covers some 90 mil- 
lion policy holders. 

6. The growing effects of social 
security, with a coverage of some 
50 million persons. 

7. The influences of hospital and 
medical care insurance plans. 

8. The high general education 
level of the people, which results 
in a demand for broader and higher 
levels of health and medical serv- 
ices. 

9. Changes in food conditions 
and habits and greater understand- 
ing of the relationship between nu- 
trition and disease. 

(Continued on page 146) 
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Minimum standards 


How much part does the federal gov- 
ernment play in specifying the minimum 
standards of operation a hospital must 
adopt to be eligible for Hill-Burton funds? 

When the Hill-Burton Act was 
being considered, nobody would 
advocate that federal funds be 
granted to institutions that would 
be permitted to provide sub- 
standard service. Some _ persons 
wanted to provide that the federal 
government could insist on mini- 
mum standards of maintenance 
and operation. Senator Robert A. 
Taft countered with the proposal 
that the states themselves enforce 
minimum standards, to be fixed at 
the states’ own discretion. This 
was adopted by Congress. 

The American Hospital Associa- 
tion supported the latter point of 
view. In fact, the Association has, 
for many-years, recommended that 
the state government owes its citi- 
zens the protection of eliminating 
sub-standard practices in hospi- 
tals. Neither the Association nor 
the state hospital associations have 
police power, but they can partici- 
pate in the state agency program 
and have done so successfully in 
many states. We believe it is far 
better to have such licensing done 
on the state level. — ALBERT V. 
WHITEHALL. 


Nursing school costs 


What texts have been published on 
cost accounting systems in hospitals, with 
particular emphasis on determining the 
cost of operating a school of nursing? 


The following two books deal 


directly with the determination of . 


hospital nursing school costs: 
“Administrative Cost Analysis 
for Nursing Service and Nursing 
Education.” Blanche Pfefferkorn. 
National League of Nursing Edu- 
cation, New York City. 1940. 202 


pp. 
“Cost Analysis for Schools of 
Nursing.” Federal Security Agen- 
cy, Public Health Service, Wash- 
ington 25, D.C. 77 pp. 
The text, “Accounting Statistics 
and Business Office Procedures for 


Hospitals” (Charles G. Roswell, 
United Hospital Fund of New 
York, 8 E. 41st Street, New York 
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City. 1946. 287 pp.) contains some 
excellent material on costing, in 
general, in the hospital, and it is 
recommended that this material be 
reviewed before the cost analysis 
of the school of nursing is under- 
taken. 

As you may know, the American 
Hospital Association recently re- 
leased the first section of its re- 
vised accounting manual. How- 
ever, this first section deals only 
with recommended hospital statis- 
tics and the uniform classification 
of accounts for hospitals. A pro- 
posed additional section will be 
devoted to cost analysis procedures 
in hospitals—WILLIAM H. Mar- 
KEY JR. 


Stipends for interns 


Have any studies been conducted to 
show if the amount of remuneration seri- 
ously influences the selection of a hospi-- 
tal by prospective interns? 


Intern applicants, in general, 
give more consideration to the 
quality of training offered than to 
salary. The following analysis of 
intern stipends, by the Council on 
Medical Education and Hospitals 
of the American Medical Associa- 
tion and published in the intern 
and residency number of the Jour- 


‘nal of the American Medical As- 


sociation, May 14, 1949, is of in- 
terest: 

“Of those hospitals that offered 
stipends in addition to mainten- 
ance, the salaries ranged from $9 
to $205 per month in teaching 
hospitals and from $8.33 to $250 
per month in the nonteaching 
group for the past year. 

“Excluding federal hospitals 
from consideration, 104 approved 
hospitals (13 per cent) paid no 
salary to the intern staff, with 52 
teaching hospitals and 42 non- 
teaching hospitals reporting that 
they offered maintenance only; 93 
teaching hospitals and 232 non- 
teaching hospitals (40 per cent) 
paid $50 or less; 21 teaching and 
249 nonteaching hospitals (33 per 
cent) offered amounts from $51 to 
$100 per month, while 79 hospitals 
(9 per cent) paid amounts in ex- 
cess of $100. The 37 government 
hospitals (5 per cent) stipulated 


salaries based on government pay 
scales. 

“In the teaching group, 87 per 
cent (155 hospitals) offered sti- 
pends of $50 or less per month. Of 
the nonteaching hospitals, 316, or 
54 per cent, paid salaries in excess 
of $50 monthly. There was an ap- 
preciable increase in the number 
of hospitals paying salaries of more 
than $100 during the past year, 
with 51 hospitals so listed in 1948 
and 71 hospitals, including three 
teaching, in this category for 
1949.” 

In the past five years there has 
been a definite trend toward higher 
stipends to interns. The teaching 
hospitals which presumably offer 
the best educational programs have 
been paying the lowest stipends. 

Although exact figures are not 
available, the Army, Navy and 
Veterans Administration hospitals 
appointed from 12 to 15 per cent 
of the interns who sought appoint- 
ments on November 15, 1949. This 
means that from 600 to 800 of the 
5,100 medical graduates have ac- 
cepted internships in federal hos- 
pitals. Although the officers’ pay 
and allowances is a major attrac- 
tion as well as a source of compe- 
tition, the internships offered in 
federal hospitals are well-planned 
educational experiences. 

It is estimated that between 75 
and 85 per cent of medical gradu- 
ates are married at the time of 
graduation and when making ap- 
plication for internship, stipends 
and allowances do influence these 
applications. Internships are dis- 
cussed in more detail in the Medi- 
cal Review department of this is- 
sue of HosprraLs—Dr. CHARLES T. 
DOLEZAL. 


Financing nursing education 
Can you give us any information on 
financing nurses’ training without adding 
to the patient’s expenses by maintaining 
a nursing school on the hospital’s oper- 
ating budget? 

Information available at the 
American Hospital Association in- 
dicates the following: 

Postgraduate nursing courses 
are available to three-year basic 
course diploma nurse graduates In 
many hospital medical centers, 
such as Wayne University and 
Western Reserve University. These 
are modest tuition courses of six 
weeks to three months at the stu- 
dent’s. expense. 

Several states, among which are 
Mississippi and Virginia, provide 
scholarships to nurses who agree 
to work in the state a specified 
length of time. 
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Maximar 250-III « « + favorite for X-Ray Therapy! 


Complete range from 80 KVP to 250 KVP. May be effectively 
utilized for superficial, intermediate and deep therapy. Oil cooling 
system permits continuous operation at all ratings. 


For superficial and intracavity therapy, the ready adaptability of 
various cones and the conveniently located controls for minutely 
adjusting the tube head to the treatment area, greatly facilitate 
application of the most exacting technics. 








In designing the Maximar 
250-III, the aim was prin- 
cipally to increase its flex- 
ibility and utility by at- 
taining unusual compact- 
ness. This was achieved 
without sacrificing those 
features and advantages 
which contributed so sat- 
isfactorily in the original 
Maximar 250, 
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Ease of positioning is an outstanding feature of the Maximar 250- 
III. The tube head can be quickly adjusted to heights and angula- 
tions as desired for directing the x-ray beam to any part of the body. 


Within arm's reach are all facilities required for quickly adjusting 
the tube head; for interchanging treatment cones and filters. 
Angle-indicating scales, allow recording of tube-head adjustments 
to duplicate any given tube-head position. 


Greatly increased flexibility is achieved in the Maximar 
250-III, due to the smaller and symmetrical tube head. 
This feature provides for convenient access to difficult 
treatment areas — an unobstructed view of the area while 
positioning for treatment. 

Vertical and angular adjustments of the tube head are 
obtained through motor-operated mechanisms with a fin- 
gertip control switch on the face of the tube head. Angle 
indicating scales on the supporting arm facilitate the re- 
cording of any tube head position, in view of duplicating 
the position. All treatment cones are attachable directly to 
the tube head — no master cone required. See your local 
GE representative or write to General. Electric X-Ray 
Corporation, Dept. EE1, Milwaukee 14, Wisconsin. 
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X-RAY CORPORATION 





There is, of course, the “G.I. 
Bill,” which has supported most 
of these students since the war. 
The National Foundation for In- 
fantile Paralysis has provided 
scholarships for graduate and post- 
graduate training in polio nursing. 
Many schools have endowed funds 
and offer such scholarships. S. 1453 
probably would provide such as- 
sistance also. 

Some hospitals are paying the 
expenses of nurses to take such 


courses on the promise of the per- 
son’s returning and assuming a 
more responsible position.—JOHN 
M. STORM. 


Patient nursing hours 


We are having a discussion as to the 
average number of nursing hours required 
per patient per day. A group study made 
in this area showed 3.41 hours per patient 
per day as the average. 

Does the American Hospital Associa- 
tion have any information indicating the 
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Providing a flexibility heretofore unknown 
in any electrosurgical apparatus, this AG 
Bovie is the preferred equipment with 








many urologists everywhere. Hospital buy- 
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surgery, general surgery, any purpose for 
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low as well as the high brackets of service? 
What is considered a fair number of nurs. 
ing hours per day per patient, and when 
might that number of hours be considered 
in the luxury bracket? 


The most recent and compre- 
hensive study of average general 
nursing hours per patient per 
24 hours is that of the National 
League of Nursing Education, ti- 
tled “A Study of Nursing Service 
in One Children’s and 21 General 
Hospitals.” (A copy of this publi- 
cation may be obtained from the 
Library of the American Hospital 
Association, Asa S. Bacon Memor- 
ial.) In this study the average gen- 
eral nursing hours per patient per 
day are stated as follows: 


Ward and Semi-Private 
Miedical 2 
UT eICAl = 
Medical and surgical - 
Obstetric 
Post-partum mothers 
Newborn infants ---_.. 
Pediatric (all ages) _. 
Private 
Medical and surgical __. 3.8 


The hours listed in this tabula- 
tion are exclusive of nursing ad- 
ministration, supervision and edu- 
cation. As this study was made on 
hospitals selected for having the 
best nursing service, these hours 
might be regarded as maximum 
rather than minimum. 

It is difficult to discuss maxi- 
mum and minimum hours of nurs- 
ing per patient per day without 
considering the type of personnel 
contributing these hours. Appar- 
ently 34 per cent of nursing hours 
in this study were contributed by 
student professional nurses. Also, 
the ratio of nonprofessional nurs- 
ing personnel varied in the study 
rather widely. Nonprofessional 
workers provided an average of 
from 20 to 35 per cent of the ac- 
tual hours received by the patient. 

From casual examination of sur- 
veys made in various states, the 
number of nursing hours per pa- 
tient day provided in general hos- 
pitals actually varies from 1.5 to 
6.0. Nursing hours per patient day, 
therefore, are only a guide to good 
nursing service. Until a functional 
analysis of nursing service is care- 
fully made and the numbers, type, 
training and the percentage of the 
various categories of nursing per- 
sonnel, professional and nonpro- 
fessional, are determined, it is im- 
possible to advise as to the number 
of hours of nursing care per pa- 
tient day that are minimal, good, 
or luxurious. — Dr. CHARLES T. 
DOLEZAL. 
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Routine chest x-rays now 
are administered in more 
than a thousand hospitals. 
Is multiple screening the 
next step they will take? 


Multiple screening for a variety of diseases 


MERICA AS A NATION is growing 
up. It has passed through ado- 
lescence and young manhood into 
middle age. The vanguard of our 
population—the older people—are 
increasing in numbers with what 
seems to some an alarming rapid- 
ity. 

In 1900 only 4 per cent of our 
people were over 65 years of age. 
In 1940 this precentage had risen 
to 7 per cent, and by 1975 it is 
estimated that the figure will be 
almost 11 per cent. There has been 
a corresponding increase in the 
size of the age group 45 to 64. 

Although one-half of the cases 
of chronic illness occur in people 
under the age of 45, there is a def- 
inite correlation between age and 
the incidence of chronic illness. 
The incidence of chronic disease 
definitely increases as aging occurs. 

The obvious conclusion that may 
be drawn from these facts is that 
we, as a nation, may anticipate an 
increasing amount of chronic ill- 
hess. The time has come for all of 
Us—whether we be hospital ad- 
ministrators, physicians, health ad- 
ministrators or taxpayers—to face 
these facts. They should be con- 
sidered not hysterically but hon- 
estly. We also face the necessity of 
modifying our traditional methods 
of detecting and treating chronic 
disease so that we can handle the 


ee 
Dr. Chapman is chief of the Division of 
Weare Disease, Public Health Service, 


MAY 1950, VOL. 24 


A. L. CHAPMAN, M.D., M.P.H. 


problem more efficiently than we 
have in the past and at a lower 
cost. 

The issues are too great and the 
stakes too large for us to go our 
separate ways any longer. Phy- 
sicians, public health workers, 
voluntary health agency people 
and workers in other public agen- 
cies must unite as a team within 
each community to provide more 
scientific, economical and effective 
health services. The complexity of 
the operations envisioned in the 
chronic disease control programs 
throughout the country adds fur- 
ther impetus to the movement 
toward unanimity. 


A SIMPLE CONCEPT 


An example of this type of com- 
munity-wide cooperation in the 
conduct of public health programs 
may be found in any of the several 
cities and counties where multiple 
screening programs recently have 
been developed. 

During 1949 the Division of 
Chronic Disease of the Public 
Health Service, with the assistance 
of the Venereal Disease Division, 
suggested the organization of com- 
munity pilot studies to determine 
the role of multiple screening in 
early case finding. These sugges- 


tions were received with a willing- 
ness that documented the long-felt 
need for a program of this kind. 


The concept of multiple screen- 
ing is a simple one. Several tests 
for chronic diseases or physical de- 
fects are placed in a line. Appar- 
ently well people then pass through 
this line, and the various tests are 
performed. It is as simple as that. 
The screening tests are the same 
as those formerly performed singly 
at different times, often in the 
same community. 

The conduct of the mass surveys 
for tuberculosis, using the chest x- 
ray, has grown tremendously in 
popularity in recent years. It is 
estimated that during 1949 about 
14 million people had chest x-rays 
through mass surveys. It is ex- 
pected that during 1950 about 16 
million people will be examined. 
During 1949, more than 17 million 
venereal disease tests were per- 
formed. 

Now these tests are being com- 
bined with others into a battery of 
tests, which will result in the re- 
duction of the over-all cost of test- 
ing and encourage a more universal 
acceptance of the testing program. 

The first combined testing pro- 
gram was conducted in four indus- 
trial establishments in San Jose, 
Calif., in a survey conducted by the 
Santa Clara County Medical So- 
ciety, the San Jose City Health 
Department and the California 
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At the same time a similar study 
was begun in Richmond, Va. It js 
being conducted by the Richmond 


A YOUNG LADY has decided to find out about 
her health at the Richmond clinic. After regis- 
tration, height and weight are determined. 


Department of Public Health. A 
total of 945 employees were ex- 
amined. Miniature chest x-rays 
were taken, blood specimens were 
drawn and urine samples were 
collected. Tests were performed to 
determine the presence of pul- 
monary or cardiac disease, syphilis, 
kidney disease and diabetes. His- 
tories also were taken. 

In order to evaluate thoroughly 
the efficiency and economy of mul- 
tiple screening, and to develop 
some statistics concerning staffing 
and costs, the Public Health Serv- 
ice cooperated with the Indiana 
State Board of Health and the In- 
dianapolis City Health Department 
in the establishment of a multiple 
screening pilot study in Indian- 
apolis. This study began operation 
in January. Other state and local 
agencies contributed persennel. 


SORAYA OTA TTT 


Can hospitals adopt it? 


HE MULTIPLE SCREENING or multiphasic clinic is the first prac- 
tical suggestion offering the public an opportunity to determine 
easily certain significant disease conditions on a mass basis. 

Every individual shares with the health professions a basic re- 
sponsibility for his own personal health. Health educators have 
been handicapped in establishing and directing this personal re- 
sponsibility by the limited routine case finding facilities available 
to the population as a whole. 

Physical examinations on a regular basis, while recommended, 
have never been broadly and aggressively promoted to the public. 
In fact, there probably is not sufficient professional personnel in the 
country if every citizen were to request such an examination 
annually, nor would the creation of such a mass demand lead to 
the best use of medical manpower. Yet it is vitally important that 
each person be aided in finding facts as to his own condition. 

The multiphasic clinic would add, to routine chest x-rays and 
blood tests, examinations for a series of significant diseases. With 
very limited demand on physicians, these examinations could be 
made available to the entire public. Certainly prior to such an offer- 
ing it is important to test and perfect multiple screening methods. 
No group would give more significant results than those who are 
admitted to hospital inpatient and outpatient departments. Further, 
with limited reorganization of present hospital personnel and fa- 
cilities, it should be possible for a number of hospitals to offer such 
a service to various groups on an experimental basis. 

Hospitals are important public health agencies, both in preventive 
and curative medicine. The multiple screening clinic is an intriguing 
public health mechanism particularly adaptable for development 
within the present structure of hospitals ——GEorGE BUGBEE, execu- 
tive director, American Hospital Association. 





City Health Department, under 
the sponsorship of the Richmond 
Area Community Council. Coop- 
erating with the City Health De- 
partment are the Public Health 
Service, the Virginia State Depart- 
ment of Health, the Richmond 
Tuberculosis Association, the In- 
structive Visiting Nurse Asso- 
ciation, the Virginia Diabetes 
Association and the Richmond 
chapters of the American Red 
Cross, American Heart Associa- 
tion, American Cancer Society and 
the Mental Hygiene Society of Vir- 
ginia. It is endorsed by the Rich- 
mond Academy of Medicine. 

In the fall of 1949 the Alabama 
State Health Department modi- 
fied the existing program for the 
collection of blood samples for 
serological testing and the mass 
chest x-ray programs so that ex- 
aminations could be made for car- 
diac and pulmonary diseases at the 
time the chest x-ray plates were 
read, and tests could be made for 
anemia and diabetes at the time 
blood samples were analyzed. This 
became a simplified and effective 
mass screening program. 

At the same time that the In- 
dianapolis and Richmond multiple 
screening programs were started, 
still another important contribu- 
tion was made when a study was 
instituted in Boston. Conducted by 
the Massachusetts Department of 
Public Health, with the coopera- 
tion of the Public Health Service 
and the Massachusetts Medical 
Society, this program includes a 
medical history; a chest x-ray; 
laboratory tests for hemoglobin, 
blood sugar and serology; vision 
testing; hearing testing; blood 
pressure; height and weight; tem- 
perature; pulse, and respiration. 

Another large study—in fact the 
largest contemplated to date— be- 
gan in Atlanta, Ga., on April 1. The 
goal is to examine 80 per cent of 
the adult population within three 
months. 


THE SCREENING PROCESS 


These are the steps taken in 4 
typical trip through a multiple 
screening line in Richmond: 

(1) A young lady has decided 
to find out something about her 
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health. A worker registers her, 
obtains some basic data, including 
the name and address of her fam- 
ily physician, and she is ready to 
enter the line. 

(2) First her height and weight 
are determined. Is she overweight 
or is she underweight? It is im- 
portant to know, for obesity is 
correlated with an increased in- 
cidence of morbidity and mortality 
due to chronic disease. Under- 
weight may indicate serious under- 
lying pathology. 

(3) Then comes the chest x-ray. 
She may have had one of these be- 
fore, but it never hurts to be sure. 
Tuberculosis may be awakened at 
almost any time; a rheumatic 
heart may have gone unnoticed; 
even a lung cancer has to begin 
sometime. 

(4) Now our young lady sits 
down, and a blood pressure cuff is 
wound around her left arm. That 
will make it easy, not only to take 
the blood pressure but also to 
withdraw a sample of venous 
blood. This blood sample will be 
used immediately in a hemoglo- 
binometer to determine whether or 
not her hemoglobin is low. The re- 
mainder of the sample will be used 
later for a serological test. 

(5) At Station 5 a mailing con- 
tainer for urine is handed her with 
instructions covering the best time 
to collect the specimen. When the 
sample comes back to the lab- 
oratory it will be examined for 
sugar to determine whether or not 
diabetes should be suspected. 

(6) At Station 6 one out of every 
10 people who pass through the 
screening line is examined for evi- 
dence of cardiac pathology, using 
the electrocardiograph. Not every- 
one is examined at this station 
since this is still an experimental 
procedure and takes almost 15 
minutes. Some day this examina- 
tion may be done much more 
tapidly. Then all who pass through 
the line will be examined. 

_(1) The test for intraocular ten- 
sion also is done on a research 
basis. Only one out of every five 
People has this test. A drop or 
two of a quick acting anesthetic is 
dropped into each eye, then the 
tonometer is applied by a medical 
technician under the supervision 
of an ophthalmologist. Depending 
upon the reading that is obtained, 
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THE TEST being 


iven here is for evidence of cardiac pathology. The electrocardiograph 


is being used. Only one of every 10 people passing through the screening has this test. 


THIS INSTRUMENT used at the Richmond clinic will tell the examining technician within 
three minutes, whether the vision is apparently normal or whether referral is indicated. 


the need for referral to an ophthal- 
mologist will be determined. 

(8) Finally the end of the line 
is reached. At the last station an 
instrument is used which, within 
three minutes, will tell the ex- 
amining technician whether vision 
is apparently normal or whether 
referral is indicated. 


Now the young lady may go 
home. She has spent about 30 min- 
utes in the screening line. This 
will represent the best investment 
of time she has ever made in her 
life if she finds out that she has 
diabetes, heart disease, tuberculo- 
sis or syphilis. Even if it turns out 
that all of the tests are negative, 
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she will be more at ease knowing 
that she is free from so many of 
the more important diseases that 
afflict people in later life. 

If any of her tests are positive, 
she will be asked to go to her fam- 
ily doctor, who will tell her about 
the tests and will decide whether 
or not she needs further examina- 
ions. If he confirms a diagnosis 
made after the screening test has 
given him the lead, he can pre- 
seribe and supervise whatever 
treatment procedures are indicated. 


BASIC PRINCIPLES 


Multiple screening means more 
than mass testing. There are some 
very basic principles involved. The 
more important of these are: 

(1) Multiple screening tests 
should be specific; they should be 
relatively inexpensive, and none 
should take more than three min- 
utes to perform. 

(2) Multiple screening tests are 
not designed to: diagnose disease. 
They are designed to screen out of 
the apparently well population 
those in whom the index of sus- 
picion is high. 

(3) These screening procedures 












are meant to channel people with 
early, undiagnosed chronic disease 
or disability to their physicians 
early enough to stabilize, if not 
actually to correct, the disease. 
Many of the late complications 
usually can be prevented if diag- 
noses are made early. 

(4) Multiple screening pro- 
grams are designed to utilize to the 
maximum extent nonmedical per- 
sonnel. Physicians in the screening 
line increase the risk of confusing 
screening with diagnosis, and they 
increase the over-all cost of this 
relatively inexpensive type of op- 
eration. 

The wide interest being paid to 
multiple screening and its possibil- 
ities throughout the country is 
bound to result in the addition of 
many new and ingenious screen- 
ing tests to the present line. There 
is no reason why we should not an- 
ticipate with reasonable certainty 
the inclusion of a screening test 
for cancer within the near future. 
The development of other simple 
and inexpensive blood tests for a 
host of other chronic diseases 
awaits only the creation of suffi- 
cient interest on the part of our 
chemists, technicians and other 


AT THE RICHMOND clinic only one of five people has this test for intraocular tension. 
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The need for referral to an ophthalmologist will be determined by the reading obtained. 





scientists to influence them to di- 








vert some of their time and atten- 
tion to this important task. 

Can hospitals adapt multiple 
screening to the admitting office? 
This question logically arises in the 
mind of anyone who is con- 
nected with hospital administra- 
tion. Would it not be advantageous 
to so cut the costs of laboratory 
tests by mass production that ey- 
eryone admitted to the hospital as 
inpatient or outpatient could re- 
ceive all of them routinely? What 
savings would accrue? 

First of all, a great deal of time 
(sometimes several days) now 
spent by patients waiting for lab- 
oratory and other technical tests 
could. be saved. With the cost of 
hospitalization ranging from $10 
to $20 per patient per day, the sav- 
ings involved in this area alone 
would be significant. 

Second, how many patients ad- 
mitted for one disease would be 
found to have another disease, per- 
haps a more serious one? It would 
be interesting to know the answer 
to that question. It would be help- 
ful to know that the heart shadow 
was enlarged in a patient brought 
into the hospital for an appen- 
dectomy, or to know that the 
patient who so badly needs an op- 
eration for peptic ulcer is suffer- 
ing from a severe anemia. 

The presence of the multiple 
screening approach to patient ad- 
missions undoubtedly would stim- 
ulate the development and per- 
fection of more, simpler and less 
expensive screening tests. Once 
started we could look forward to 
steady improvement in the quan- 
tity and quality of these tests. 

Finally, admitting office pro- 
cedures would rest on a more scien- 
tific base than they do in many 
hospitals today. 

Multiple screening, one of the 
first of many new developments 
in the field of chronic disease con- 
trol, promises to uncover a verita- 
ble epidemic of hitherto unknown 
chronic diseases and _ disabilities. 
Anything that hospitals can do to 
prepare themselves for an in- 
creased load of chronically ill pa- 
tients will prevent some of the 
disorganization that otherwise 
could follow. It is pertinent, then, 
to repeat the question: “Multiple 
screening—can hospitals adopt it?” 
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SPITALS 


ULTIPLE SCREENING IS_ not 
M new as a concept of preven- 
tive medicine, and its basic ele- 
ments already have received wide 
acceptance in the United States. 
But a comprehensive program for 
community screening has not yet 
been set up, and it is the purpose 
of several pilot studies now in 
progress to turn out a workable 
screening pattern. 

In Boston, at the Health Pro- 
tection Clinic held in the New 
England Center Hospital, for ex- 
ample, a well-equipped unit per- 
forms what might be called the 
ultimate of screening tests. This 
“ideal” screening, while not typ- 
ical of a true multiple screening 
program, permits close observation 
of all techniques, of the number of 
clinic personnel required, of the 
simple tests which possibly may 
be combined and of the phases in 
the screening program that even- 
tually can be eliminated. 

The Boston study will yield data 
on screening procedures, staff 
methods, facilities, follow-up and 
even public response in the com- 
munity. From its results, clinicians 
will be able to determine approx- 
imate screening costs so that the 
average multiple screening pro- 
gram can be made no more ex- 
pensive than similar programs in- 
tended to screen individually for 
tuberculosis, cancer or diabetes. 


The Massachusetts program, of 
which Dr. Claire F. Ryder is the 
administrator, is a joint study con- 
ducted by the Massachusetts Med- 
ical Society, the Massachusetts De- 
partment of Public Health and the 
United States Public Health Serv- 
ice. The American Cancer Society 
(Massachusetts division) and the 
Massachusetts Heart Association 
each have contributed toward the 
support of the clinic. This is the 
first of five clinics approved by the 
Massachusetts Medical Society. 

The clinic is open for screening 
four times weekly with one after- 
noon and three evening sessions. 
At each session, which runs for 
three and one-half hours, 25 to 30 
People are screened. Persons are 
scheduled every five minutes for 
the clinic, and each person re- 
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Multiple Screening 


Pilot 


studies 


MICHAEL LESPARRE 


quires about one hour to go through 
it, a longer period than is necessary 
in the average multiple screening 
unit now operating. About 120 
persons are seen each week, and 
2,500 to 3,000 will have been 
screened when the pilot program 
ends June 30. 

Each “patient” is sent a 222- 


‘question form before his visit. This 


form has been adapted from the 
Cornell Medical Index and _ in- 
cludes questions that permit rou- 
tine psychosomatic evaluation of 
the patient. The patient also is 
asked for the name and address of 
his family physician and is in- 
structed to eat a full, well-bal- 
anced meal about an hour before 
his visit is scheduled to begin. 

Patients are screened for heart 
disease, hypertension, diabetes, 
tuberculosis, cancer, syphilis, 
nephritis, vision and hearing de- 
fects, arthritis and nutritional 
status. A complete history of the 
patient is first obtained through the 
questionnaire. Then blood tests are 
made for syphilis, diabetes and 
anemia in that order. Next, a urine 
test is made for diabetes and neph- 
ritis. This is followed by the vision 
and hearing tests, a chest x-ray, 
height and weight measurements, 
temperature, pulse and respiration 
checks, and a complete physical 
examination. This examination 
takes about 20 minutes of the 
screening period and includes a 
rectal routinely and pelvic exam- 
ination where indicated. 

Through these three groups of 
procedures at the Boston clinic— 
history, clinic tests and physical 


examination—it is hoped that sta- 
tistical studies may be made eval- 
uating the first two in such a way 
that eventually the physical exam- 
ination may be eliminated. Phys- 
ical examinations are done in Bos- 
ton to test the effectiveness of the 
laboratory and clinical procedures 
and to obtain more complete case 
studies. But they are costly and 
time-consuming and are not in- 
tended as a permanent phase of 
multiple screening. 

Wherever disease is suspected 
from the clinic study, patients are 
referred by letter to their family 
physicians or to outpatient clinics 
for definitive diagnosis and treat- 
ment. A follow-up is made of all 
patients with positive tests as a 
check on the effectiveness of the 
procedures and to ensure that the 
patient has seen his doctor for final 
diagnosis. A social worker calls on 
patients who fail to see their phy- 
sicians about positive results. Fam- 
ily physicians are urged to report 
to the clinic, on cards provided for 
that purpose, any of their findings 
that have resulted from the clin- 
ic’s reports. 


SPECIFIC AIMS 


The specific aims of this rela- 
tively intensive screening, then, 
include simplified tests, accurate 
but rapid methods and follow-up 
records as well as savings in per- 
sonnel and screening costs. To real- 
ize these aims, the Health Protec- 
tion Clinic in Boston requires an 
administrator, a history taker and 
two clerks as fulltime workers and 
the following on a part-time basis: 
A receptionist, an x-ray technician, 
a laboratory technician, two lab- 
oratory assistants, two medical 
technicians for vision and hearing 
tests, two clinic nurses, four exam- 
ining physicians, one social service 
worker, one assistant biometrician 
and one senior statistical clerk. 

It is hoped that the Boston clinic 
will demonstrate that multiple 
screening units will require a phy- 
sician’s services only for the inter- 
pretation of test results. And ex- 
perience may show that in many 
cases technicians probably can be 
replaced by relatively untrained, 
though conscientious, persons ca- 
pable of performing and recording 
the results of routine screening 
tests. 
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Patient-nurse communication 


system brings good results 


A nurse can reset this two-way speaker 
without going to the patient’s bedside. 


KENNETH J. SHOOS 


LTHOUGH GREAT -PROGRESS has 
been made in alleviating 
many of the distressing problems 
that have confronted hospital man- 
agers, there has remained one 
stumbling block that has prevented 
many hospitals in this country from 
keeping pace with the demands 
made on them for service by the 
American public. That factor has 
been the inability to secure a suffi- 
cient number of graduate nurses. 
To help overcome the effects of 
this shortage, St. Luke’s Hospital 
in Cleveland has reduced the time- 
consuming “bell hopping” of the 
nurses by installing a two-way 
communication system. 

The problem of staffing existing 
nursing divisions has been an ex- 
ceptionally difficult one and in 
many cases has precluded any 
thought of opening new beds. It 
is true that great effort has been 
put forth in the way of recruit- 
ment programs and that much 
time and effort have been ex- 
pended in developing training pro- 
grams for various types of subsid- 
iary workers. 

Any progress that has been made 
by these programs, however, has 
been offset to some extent by the 
changing concept of nursing care. 
The shorter hospital stay and high 
occupancy, coupled with the tech- 
nical demands of modern medical 
treatment, have intensified nursing 
care to such an extent that any 
advances that have been made in 
the direction of providing addi- 
tional nursing personnel have been 
counterbalanced by increased. de- 


Mr. Shoos is administrative assistant at 
St. Luke’s Hospital, Cleveland. 
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mands on the existing group. Also, 
there seems to be doubt that sub- 
sidiary workers have been used to 
full advantage by the graduate 
nurses. When queried in connec- 
tion with this situation, graduate 
nurses usually answer with, “It’s 
easier to do it yourself than to look 
for the division (ward) helpers.” 

At the St. Luke’s Hospital in 
Cleveland, the nurses’ signal and 
two-way communicating system 
has proved to be a valuable tool 
in patient care and in addition has 
opened up an entirely new concept 
of the use of nursing assistants, de- 
signated in this hospital as division 
helpers. 

The idea of two-way patient-to- 
nurse communicating systems is 
not a new one. These systems, how- 


ever, have not been looked upon 


with great favor in the past, prob- 
ably because the nurse reasoned 
she had to go to the bedside any- 
way to reset the signal. The system 
now in use at St. Luke’s, however, 
incorporates a feature that has been 
lacking in systems offered by man- 
ufacturers until recently. This im- 
portant feature makes it possible 
to reset the call system at either 
the patient’s bedside or at the 
nurses’ station. Such a system has 
been in use at this hospital for 
several months on a 28-bed divi- 
sion. 

The basic equipment consists of 
a light signal system with the con- 
ventional pilot light at the bedside, 
a corridor light over the doorway 
and a bullseye light in the master 
unit at the nurses’ station. All of 
these lights go on when the patient 
depresses a call button. Along with 


this signal system there is provided 
a two-way communicating system, 
This consists of a combination 
speaker-microphone at the pa- 
tient’s bedside, connected with a 
master receiving unit in the nurses’ 
station. When a patient depresses 
the bedside call button and the 
light at the master init goes on, 
the person in attendance at the 
nurses’ station depresses a button 
directly under the light, which 
closes the circuit between the pa- 
tient’s room and the nurses’ sta- 
tion. The two-way communicating 
system then is activated, and the 
operator may proceed to talk freely 
with the patient and determine his 
needs. At the completion of the 
conversation the operator depresses 
a release switch that returns the 
button to the original position, 
ready for reuse. 

The important feature to be 
noted is that the light at the bed- 
side, the corridor light and the 
bullseye light in the nurses’ station 
master unit all are reset when the 
button that activates the two-way 
communicating system is de- 
pressed. This enables the patient 
to initiate another call to the 
nurses’ station without a special 
trip being made to the bedside. If 
a patient’s call is answered by a 
nurse who happens to be coming 
down the corridor, the light system 
may be reset at the bedside. 

A ward secretary is stationed at 
the master unit in the nurses’ sta- 
tion during the day shift. It is her 
duty to answer all patients’ calls. 
She does this by identifying her- 
self as the ward secretary and then 
asking, “May I help you?” If, in 
her opinion, the patient’s request 
is for a service that can be rendered 
by someone other than a graduate 
nurse, she summons one of the 
division helpers by sounding a 
gong. The division helper, upon 
hearing her number sounded on 
the gong, can report to the nurses’ 
station by making use of a com- 
bination speaker-microphone that 
is mounted on the corridor wall 
at either end of the division. 
Through the use of this wall sta- 
tion, the ward secretary can dis- 
patch the division helpers to the 
patients without having them come 
to the nurses’ station. Quite a few 
of the patients’ calls are in the 
nature of questions that can be 
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answered verbally by the ward 
secretary. For this type of call the 
reset feature at the nurses’ station 
is particularly important in that 
an unnecessary trip to the patient’s 
bedside is eliminated. 

Many of the patients’ requests 
are for a service that can be ren- 
dered by the division helpers, 
thereby saving the time of the 
graduate nurses for more impor- 
tant duties. Such requests as rais- 
ing or lowering the bed, opening 
or closing the window and remov- 
ing bedpans are typical examples 
of the type of “bell-hopping” serv- 
ice that can be done by the division 
helpers only if it is possible to de- 
termine in advance what the pa- 
tient wants. Many patients will 
simply ask for a nurse, and if such 
a request is received, a nurse is 
dispatched without further ques- 
tioning. The patients usually indi- 
cate what they want, however. 

The ward secretary has been 
provided with a form on which is 
recorded the time of each patient’s 
call, the nature of the service re- 
quested and a notation as to who 
answered the call. A review of 
these forms provides a very inter- 
esting analysis of patient calls on 
this particular division. So far ap- 
proximately 50 per cent of the calls 
made by patients are for services 
that can be rendered by someone 
other than the graduate nurses, or 
they have been in the nature of 
questions that can be answered 
verbally by the ward secretary. 

Patient reaction to the two-way 
communicating system has been 
very favorable. The prompt ac- 
knowledgment of a patient’s call 
offers a distinct advantage over 
the ordinary light signal system, 
even if it is not possible to render 
the service at the moment. The 
fact that the patient can be assured 
that something will be done about 
his or her request has a great deal 
to do with his peace of mind. It has 
been pointed out that the conveni- 
ence offered by the two-way com- 
Municating system might be con- 
ducive to a lackadaisical attitude 
about patients’ calls and might 
decrease the standard of nursing 
Care. There has been no evidence 
of such 2 development on the nurs- 
ing division in which this system 
Was tried, 

During ward rounds members 
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of the house staff have found the 
system useful to call the nurses’ 
station for assistance or for any 
equipment or supplies. 

Requests for supplies or medica- 
tions can be made directly from 
the room of an isolated patient to 
the nurses’ station. Delivery can 
be made to the door, and the nurse 
attending the patient does not have 
to go through the routine of leav- 
ing and entering an isolated pa- 
tient’s room. 

Announcements can be made to 
all the rooms simultaneously or 
individually as desired. Doctors or 
nurses can be paged or messages 
can be transmitted to them if it is 
known that they are in a particular 
room. It is very simple to inter- 


connect many nurses’ stations with 
this system, thus affording a means 
of quick communication that should 
be valuable for supervisors. 

It is interesting to note the re- 
duction in noise and confusion on 
the divisions that are equipped 
with the two-way communicating 
system. The atmosphere of calm 
and quiet that seems to prevail on 
these divisions can be attributed in 
part to the reduction in traffic in 
the corridors. 

In general, the system has been 
well accepted by all who are con- 
cerned with the operation of a 
nursing division. The patients are 
impressed favorably, and the grad- 
uate nurses in particular are quite 
enthusiastic with the results. 


AS PATIENT depresses the call button, pilot light at bedside, corridor light over 
doorway and bullseye light in the master unit at the nurses’ station all go on. 


ON SEEING patient's light in master unit, operator closes the circuit and con- 
verses with patient to determine his needs and dispatch proper attendant to him. 
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A sister administrator 
describes a successful 
central supply service 
that emerged after 20 
long years of waiting, 


planning and working. 


SISTER CELESTINE, R.N., B.S. 


Evolution of a practical central service 


ORE THAN THREE decades have 
passed since hospitals first 
began to realize the advantages of 
a central supply service, but many 
still have not put this system into 
effect. Their hesitance has been 
induced largely by shortages of 
space and funds and by the fact 
that their buildings are not laid 
out properly for such a system. 
Hotel Dieu Sisters’ Hospital in 
New Orleans was faced with these 
same difficulties, but still it insti- 
tuted a central service more than 
20 years ago. The first service was 
rudimentary, experimental and de- 
ficient in many important respects, 
but it survived. Now it has evolved 
into a highly satisfactory central 
supply service which cares for all 
the needs of a 344-bed hospital. 
And, after 20 years of waiting, we 
have been able to give it the space 
and layout that it lacked before. 
When we first began to discuss 
the possibilities of a central supply 
service at Hotel Dieu, we had no 
illusions about the difficulties to be 
surmounted. If our hospital could 
have installed pneumatic tubes to 


Sister Celestine is administrator of Hotel 
Dieu Sisters’ Hospital, New Orleans. 
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deliver requests and an electric 
dumb waiter to transport supplies, 
we would have had potentialities 
for an excellent central supply 
service. But Hotel Dieu was a 
four-story hospital built around a 
quadrangle, and the provision of 
pneumatic tubes was for all prac- 
tical purposes a closed issue. The 


‘hospital’s layout was not condu- 


cive to the rapid transit of supplies 
and equipment, nor did this lay- 
out contribute in any way to the 
conservation of man-hours of 
work. 

In our first attempt to centralize 
supplies and equipment we closed 
in 506 square feet of porch space 
on the first floor of the west wing. 
Somewhat later we enclosed 90 
additional square feet for the stor- 
age of oxygen cylinders and ad- 
junct equipment, so that this serv- 
ice, formerly the responsibility of 
the operating room, could be su- 
pervised by our central service 
staff. The space assigned for this 
purpose was particularly inade- 
quate. All the empty cylinders and 
many of the full ones had to be 
stored elsewhere. Moreover, when 
the demand for oxygen tents was 


below peak, hospital traffic was 
hampered by the presence of oxy- 
gen tents in the corridors. They 
were kept there because there was 
no other place for them. 

Once we had experienced the 
benefits of centralizing, even in a 
necessarily limited way (treat- 
ment trays, supplies for oxygen 
therapy, and other equipment), we 
yearned for adequate space to 
centralize other space-occupying 
equipment, such as infra-red lights, 
heat and protection cradles, inhala- 
tors and cots. We visualized cen- 
tralized supplies always in usable 
condition, always ready for imme- 
diate distribution. We bemoaned 
the disadvantages of maintaining 
three entirely distinct autoclaving 
units—in surgery, in obstetrics and 
in our cubbyhole central service. 

We suffered the inconvenience 
of having a water still in surgery 
which was entirely inadequate to 
supply laboratories, pharmacy, 
formula service and nursing divi- 
sions, or even the full needs of the 
operating suite. We went through 
two decades of patient endurance, 
during which time equipment was 
stored from attic to bascment, 
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wherever there were a few cubic 
feet of unused space. During those 
years our perennial question, 
where to find room for a central 
service with ample storage and 
work space, remained unanswered. 

Eventually, in June 1949, our 
patience was rewarded. Divine 
Providence at last gave. us space 
and facilities which, if not ideal in 
all respects, are entirely practical 
and are all that can be expected 
with our hospital’s layout. 

When our student nurses were 
moved into their new six-story 
residence across the street from the 
hospital, they vacated three floors 
of the south wing of the building. 
The pediatric division was moved 
into one of these floors after it had 
been completely remodeled, and 
the 2,116 square feet that pediat- 
rics had formerly occupied on the 
third floor of the: west wing, were 
assigned to the central supply 
service. Thus, for the first time, 
we could put into operation what 
we had been planning for the cen- 
tral service ever since it had first 
come into existence. 

Specific planning for the new 
department was done by a com- 
mittee of five, consisting of the 
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supervisor of central service, the 
assistant supervisor, the chief en- 
gineer, the electrician and the cab- 
inet-maker. 

Most of the remodeling was car- 
ried out by the hospital’s mainte- 
nance crew. These men accom- 
plished all the electrical wiring, 
plumbing and plastering. They 
built wood cabinets and installed 
three recessed autoclaves, recessed 
water sterilizers, a water still and 
stainless steel cabinets. While they 
were doing this work they also 


‘carried on the daily maintenance 


of every other department of the 
hospital. 

The new area is as nearly cen- 
tral as is possible with Hotel Dieu’s 
quadrangular shape. The sisters’ 
quarters, which occupy the east 
wing of the quadrangle, need little 
servicing. The 2,116 square feet 
of floor space, divided by an eight- 
foot corridor, has lent itself admir- 
ably to plans which provide an 
organized flow of material and 
procedures designed for safety and 
savings of time and manpower. 

The allotted space is divided into 
the following units: (1) An office 
10 x 15 feet. A window in the of- 
fice, measuring 3 x 9 feet, permits 


a view of the adjacent preparation 
room, and a glass-paneled door 
into the corridor provides a view 
of the counter in the dispensing 
area. (2) A preparation room 15.5 
x 46 feet. (3) An autoclave area 
7.5 x 23 feet. (4) An L-shaped 
storage area measuring 9 x 10 feet 
and 39 x 12.5 feet. (5) An area for 
linen storage, 8 x 15.5 feet. (6) A 
dispensing area 15.5 x 30 feet. 

The wooden cabinets in which 
clean linen is stored are in a small 
room adjacent to the dispensing 
room. They are of ceiling height 
and cover all available wall space. 
Most of them are 30 inches in 
depth. Two, which together are 
eight feet wide, have a depth of 
15 inches. The 30-inch cabinets are 
used to store linen for surgery, 
the delivery rooms and the nurs- 
ery. The 15-inch cabinets are used 
for storing sterile gloves in glove 
baskets. Safety-lock adjustable 
ladders on rollers are used in this 
section as well as in all other divi- 
sions of the department. These can 
be pushed close to the cabinets to 
leave a clear passage for person- 
nel and ‘carts. ; 

The oxygen therapy equipment 
is stored in an L-shaped room ad- 
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PREPARATION room: The table at the right is for assembly of supplies. Visible 
on the left are the water still and reservoir and the wall-mounted medicine and 
linen cabinets. At the far end is the large plate glass window of the office. 


A VIEW from the entrance to the preparation room shows stainless steel sinks 
and cabinets that form a part of the assembly line operation of central service. 


jacent to the autoclave section. 
This room, which was formerly a 
porch but which is now glass and 
brick enclosed, is equipped with 
explosion-proof fixtures and 
switches. Other bulky portable ar- 
ticles, such as heat cradles, suction 
apparatus and inhalators, also are 
stored in this room. Orthopedic 
frames, splints and other fracture 
equipment are stored in the ortho- 
pedic service, under the supervi- 
sion of surgery. 

Central service is maintained on 
a 24-hour basis. It receives and 
fills requests from: 
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1. Nursing divisions. All equip- 
ment and other material needed 
in the care of patients, from suc- 
tion apparatus to fontanel needles, 
are processed, stored and dispensed. 

2. Surgery, delivery rooms and 
nursery. For these divisions linen 
is received from the laundry, sort- 
ed, arranged in packs, autoclaved 
and dispensed. Dressings and 
sponges which must be counted 
are prepared in surgery, fastened 
securely in cloth envelopes and 
sent to central service to be in- 
cluded in sterilized surgical packs. 
Instruments and utensils used in 


surgery, the delivery rooms and 
the nursery are cleaned and 
wrapped in the respective depart- 
ments and sent to central service 
to be autoclaved. Treatment items, 
including gloves, are serviced for 
these departments as for other 
nursing divisions. 

3. Emergency and outpatient de- 
partments. Trays and instruments 
are processed in the respective de- 
partments and sent to central sery- 
ice to be autoclaved. Other sup- 
plies, such as needles, syringes and 
dressings, are prepared in central 
service. 

4. The blood bank and intra- 
venous therapy division. Donor 
sets and trays for hemo-irradiator 
apparatus are autoclaved in cen- 
tral service. The syringes and nee- 
dles used throughout the hospital 
for the administration of blood and 
of all other intravenous solutions 
and medications are processed as 
well as autoclaved. 

5. Clinical laboratories and the 
pharmacy. Service for these divi- 
sions’ is limited to the preparation 
of distilled water. 

6. The school of nursing. All 
equipment needed in the student 
health service, as well as some ma- 
terial used for teaching purposes, 
is processed and dispensed. 

The central supply service oper- 
ates 24 hours a day. The staff con- 
sists of a sister supervisor, her as- 
sistant (who is a graduate nurse), 
two other graduate nurses, student 
nurses assigned for instruction and 
observation, the service man in 
charge of oxygen therapy supplies 
and equipment, and a_ varying 
number of clerks, aides and por- 
ters. 

Student nurses are assigned to 
the central service for a two-week 
period, during which time they 
receive 20 hours of instruction. 
They are not depended-upon to do 
the work, but perform tasks in- 
tended to teach them about the 
handling of supplies. 


ADMINISTRATIVE DETAILS 


Requisitions: Supplies and equip- 
ment are dispensed only on requi- 
sitions, which originate in the de- 
partment of the hospital requiring 
the service. Requisition blanks, 3 
x 5 inches, are made out in tripli- 
cate (white, pink and yellow) and 
are sent to the office of the central 
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supply service, where they are 
checked before they are distribut- 
ed to the personnel responsible for 
recording and implementing them. 

The white (original) copy is 
filed alphabetically by central 
service in an “out” file, according 
to the name of the item requested. 
It remains in this file until the 
article has been returned. Then it 
is removed, initialed by a clerk, 
and placed in a “returned” file, 
where it remains for six months. 

The pink (middle) copy is used 
by a clerk in the central service 
office to record the daily charges 
sent to the business office. Cost 
accounting is maintained on all 
items issued from the central serv- 
ice, showing the cost of material 
consumed in each division of the 
hospital. When the information 
necessary for the business office 
has been removed from the requi- 
sition, this copy is filed alphabet- 
ically under the patient’s’ name 
and according to the day of the 
month. It, too, is maintained in the 
file for six months. 

The yellow (third) copy is sent 
to the requisitioning department 
with the equipment. It is kept on 
the nursing division until the 
equipment is ready to be returned. 
Then the word “ready” is written 
across it conspicuously and it is 
placed, with the article, in a des- 
ignated location, for the messen- 
ger to pick up on her next rounds. 
If the yellow copy should be mis- 
laid, the name and room number 
of the patient, the date, and a 
description of the equipment are 
written on a plain sheet of- paper. 

Treatment trays and practically 
all utensils and instruments used 
on the trays are of stainless steel. 
Each pitcher, basin and tray bears 
a serial number, marked with an 
electric pencil, and is also stamped, 
“Hotel Dieu Hospital Property, 
Central Service.” Instruments bear 
serial numbers and each has as 
many identifying initials as space 
permits. Articles that cannot be 
Marked in this manner are labeled 
with paint. 

All equipment bearing an iden- 
tifying mark is listed according to 
number and classification in an in- 
ventory book. One clerk is assigned 
‘o perpetual inventory. It is her 
duty to keep constant check on 
the location of each item listed in 
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SHOWN here is the dispensing room as it is seen from the linen storage area 
(see floor plan). In the right foreground are open shelves for prepared trays. 


THE COUNTER in the dispensing room is directly across the hall from the super- 
visor's office. The hinged section for passage of loaded carts is at the right. 


the book. When the dispensing 
clerk prepares a tray, she lists on 
a 3 x 3-inch record, made in du- 
plicate, the item number of each 
identified article on the tray. This 
record is placed on the tray until 
it is dispensed. Then, one copy is 
stapled to the original (white) 
requisition kept in the central 
service files, while the other is 
stapled to the yellow copy sent to 
the nursing division. It is this list 
of contents that enables the mes- 
senger who picks up the used ma- 
terial to be certain that she has 
not only all the items which have 


been dispensed, but also the cor- 
rect items. 

The equipment directory, which 
has been maintained in central 
service for the past five years, has 
proved a valuable aid. Everything 
is indexed and marked. Each cab- 
inet is lettered. Each drawer and 
each shelf are numbered. And 
each item is not only indexed in 
the inventory list but also is cross- 
indexed. Rubber drainage tubing, 
for instance, would be listed under 
R (rubber) and D (drainage), as 
well as T (tubing). 

Communication system: When 
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CENTRAL service personnel use three telephone systems. Left to right: The 12- 
station intercommunication system with light signal attachments, the outside dial 
system, and the three-station system for the exclusive use of central service. 


the present central supply service 
was set up, two additional systems 
of communication were installed. 


One is a 12-station system, with . 


light signal attachments, which 
has proved a saver of time and 
steps. If, for example, pediatrics 
calls central service and finds the 
special communicating line busy, 
the caller merely pushes the button 
on her telephone and thus turns on 
the special light for pediatrics on 
the panel in central service. When 
the line is cleared, central service 
calls pediatrics. This system has 
made it possible for the nursing 
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divisions to call central service 
without going through the regular 
dial telephone system. 

Within central service a three- 
station system provides prompt 
communication between the office, 
dispensing service and oxygen 
equipment storage. 

Messenger service: Since Hotel 
Dieu is not equipped with pneu- 
matic tubes and electric dumb 
waiters, messengers are employed 
to collect ‘requisitions, deliver or- 
ders, and pick up used equipment. 
They work in shifts from 7 A.M. to 
11 P.M. 


At 7 A.M. three messengers de- 
liver syringes and other supplies 
requisitioned by the night nurses. 
On later trips, messengers work 
individually. Their duties consist 
of repeated cycles of: (1) Taking 
supplies from central service to 
the various divisions, (2) collect- 
ing requisitions, and (3) returning 
equipment to central service that 
has been used and cleaned (in the 
ordinary meaning of the term). 
The messenger does not pick up 
equipment not in condition to be 
returned. If it is unmarked (with- 
out the yellow requisition marked 
“ready”) or is unclean or incom- 
plete, she notes the deficiency, in 
duplicate, in a book that she car- 
ries for this purpose. The original 
notation is given to the head of 
the particular division. The dupli- 
cate remains in the book as a rec- 
ord for central service. 

During the 16 hours messengers 
are on duty, requisitions are col- 
lected and supplies are delivered 
about 10 times. Used equipment is 
collected and returned to central 
service about five times. 

From 11 P.M. to 7 A.M., nursing 
division aides call for requisitioned 
equipment and return to central 
service that which has been used. 

Oxygen therapy service: From 
3:30 P.M. to 7 A.M., personnel on 
nursing divisions set up oxygen 
equipment that has been delivered 
by porters. The attendant in charge 
of all supplies is on duty from 7 
A.M. to 3:30 P.M. daily. He delivers 
oxygen equipment as it is requisi- 
tioned; sets it up at the patient’s 
bedside; delivers a 24-hour supply 
each morning to all patients using 
oxygen; checks daily all equip- 
ment in use; removes empty cyl- 
inders from the rooms and corri- 
dors, and returns equipment to the 
central supply service when ther- 
apy is discontinued. Here he proc- 
esses it for future use. 


SUPPLIES 


Supplies are processed in the 
central supply service so that there 
is a continuous flow from the time 
used material is returned until it 
is autoclaved and delivered oF 
stored. The hazard of confusing 
unclean material with clean ma- 
terial is thus completely eliminated. 

Preparation of supplies: As 4 
matter of convenience, a descrip- 
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tion is best begun with the return 
of used equipment. The various 
steps are as follows: 

1. The messenger brings the 
used equipment to central supply 
where a clerk checks it against 
the yellow requisition accompany- 
ing it. 

2. An aide takes the cart con- 
taining the equipment and moves 
along the L-shaped stainless steel 
assembly line, stripping trays as 
she goes. First she raises a trap 
door in the top of the counter and 
drops all soiled linen into the 
hamper below. Then, on the coun- 
ter space adjacent to double sink 
(A) she places the trays contain- 
ing catheters, irrigation and com- 
press sets and similar equipment. 
She deposits material to be dis- 
carded (gauze, paper, disposable 
tubing and empty vacoliters which 
have held parenteral solutions) in 
the enclosed waste receptacle be- 
low the drain board of double sink 
(A). All waste material is brought 
to central service so that needles 
and clamps from empty vacoliters 
and disposable tubing can be more 
readily salvaged. The waste con- 
tainer is removable. When it is in 
place it enters into the continuity 
of the stainless steel cabinet. The 
aide next removes the nondispos- 
able rubber tubing, placing that 
used for douches and bladder irri- 
gations in the first compartment of 
the adjacent double sink (B) and 
that used for duodenal drainage in 
the second compartment. Her next 
move along the assembly line per- 
mits her to place near another 
double sink (C) trays used for 
spinal taps, nerve blocks and pneu- 
mothorax. She also deposits near 
this sink the used syringes and 
needles in steri-tubes. Empty bot- 
tles which have held medications 
for topical applications or solu- 
tions for irrigations are placed on 
the counter below the wall-mount- 
ed medicine cabinet. Finally, the 
aide removes the rubber gloves 
from the car, placing them in a 
Container, which, once a day, is 
taken to the laundry where the 
gloves are washed. 

3. When the aide has completely 
stripped the cart, a porter cleans 
it and takes it to the dispensing 
service, ready for new orders to 
be placed upon it. 


4. The preparation of general 
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ASSEMBLING trays > 
is facilitated by 
keeping on file a 
photograph of each 
type of tray, plus a 
list of items on the 
tray. The 6x8 inch 
card not only lists 
items, but also gives 
specific instructions 
for processing each 
item. Resting on top 
of the file are sam- 
ples of the requisi- 
tions made out -in 
triplicate by the 
nursing division, and 
a sample central 
service charge as 
prepared for the 
hospital business 
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items is assigned to special aides. 
The used catheter, irrigation and 
compress sets (deposited in sink 
A) and the tubing (deposited in 
sink B) are prepared for autoclav- 
ing by careful washing and dry- 
ing, after which these items are 
made into sets and wrapped. The 
aide responsible for this phase of 
the work uses double sinks A and 
B and 10 feet of adjacent counter 
space. Sink B (as well as sink C) 
has multiple faucet heads connect- 
ed to tap water for cleansing and 
to the distilled water reservoir for 
the final rinsing. She is responsible 
for maintaining in the drawers and 
on the shelves of the cabinet below 
the work counter full supplies of 
clean catheters, rubber tubing, 
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connecting tips and similar equip- 
ment, as well as cotton balls and 
sponges. The towels, bags and 
wrappers that she uses in the prep- 
aration of the material are kept in 
the cabinet mounted on the wall 
above her work counter, where 
they are placed by the aides re- 
sponsible for the preparation of 
the linen. 

Aides who work at a table in 
the center of the room assemble 
syringes and needles in steri-tubes, 
prepare spinal and pneumothorax 
sets and replenish bottles for top- 
ical medication used in dressing 
baskets. The table at which they 
work was specially designed. 
Mounted on the surface are 18 12- 
inch compartments open on both 
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sides and readily accessible to the 
aides working on either side of it. 
The compartments contain such 
supplies as cotton balls, sponges 
and needles. Hotel Dieu uses ap- 
proximately 1,000 syringes and 
1,500 needles every 24 hours. 

Linens are prepared at this same 
table, on a surface approximately 
40 square feet, by another group 
of aides. 

Gloves which are brought back 
from the hospital laundry are 
rinsed and water-tested by aides 
designated for this purpose. They 
are air-dried on racks, hand-pow- 
dered in a glove-powdering cab- 
inet, and then wrapped and placed 
according to size in baskets to be 
autoclaved. At present we are 
awaiting the arrival of a glove- 
conditioner presented to the hos- 
pital by the ladies’ auxiliary. It 
will bring about a considerable 
saving of time and effort, for it 
dries 100 gloves in 30 minutes and 
powders the same number in five 
minutes. 

5. As the various supplies proc- 
essed in different areas of the prep- 
aration room become available, 
they are placed on carts which are 
taken to the autoclaving area and 
stationed in the nonsterile section. 
When material is removed from 
the autoclaves, it is allowed to cool 
on carts in the sterile area. All 
autoclaved supplies remain in the 
sterile area until they are sent to 
the nursing and other divisions of 
the hospital or to the dispensing 
service. Dressings, sponges and 
cotton balls are sterilized in wire 
baskets 18 x 24 x 9 inches. Cath- 
eters are sterilized and then placed 
in specially constructed catheter 
boxes. 

Dispensing of supplies: The dis- 
pensing section of the central sup- 
ply service has two back-to-back 
cabinets with open shelves, which 
stand in the middle of the room. 
They are each 12 feet long, 6 feet 
high and 20 inches deep. Around 
the walls on three sides of the 
room are wall-mounted cabinets, 
all with open shelves to expedite 
service, except for a few closed-in 
sections with sliding doors used to 
keep bulky supplies out of sight. 

The counter, which forms a right 
angle, is directly across the corri- 
dor from the supervisor’s office. 
The right angle provides, in effect, 
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THIS stainless steel cabinet is fitted with 
special holders that permit tubes for 
intestinal intubation to hang at full length. 


a small lobby for counter service 
(which is discouraged as far as 
possible). A section of the counter 
is hinged, so that it can be lifted 
and fastened back to permit the 
passage of loaded carts into the 
lobby and thence through the door 
on their way to the nursing divi- 
sions. 

The shelves in the dispensing 
room are so arranged that workers 
filling orders have adequate coun- 
ter space upon which to rest their 
trays, while immediately sur- 
rounding them are all the items 
necessary to fill them. Supplies 
are placed on the shelves in prox- 
imity to other supplies with which 
they would be used. Thus, between 
two sections of shelving which 
contain parenteral solutions, arm- 
boards and trays are drawers con- 
taining expendable sets for the 
administration of the solutions. 
Solutions for compresses and irri- 
gations are stored with their trays 
in another cabinet, while close by 
is a pair of 25-gallon water steril- 
izers, as well as a medicine cabinet 
and a sink with a recessed waste 
receptacle. Around the counter are 
drawers and shelves containing 
small articles in frequent demand, 
such as pins, needles and specimen 
bottles. 

Counter clerks, in such spare 


time as they may have, anticipate 
demand by setting up trays for 
compressing, irrigations, gastric 
analysis and similar procedures, 
shelving space being ample to per- 
mit the storage of many trays 
completely assembled and ready 
for dispensing. This practice saves 
a great deal of time. 

One basket of each kind of 
dressing used in the hospital is 
kept sterile in the dispensing room. 
A duplicate nonsterile supply is 
kept ready for autoclaving in the 
preparation room. Each morning 
the night clerk, before she goes off 
duty, checks the supplies in the 
dispensing room and writes a re- 
quisition for whatever will be 
needed to replace the material 
used in the previous 24-hour peri- 
od. This requisition, after being 
checked in the office by the super- 
visor or her assistant, is sent to the 
preparation room. The nonsterile 
supply is then autoclaved and sent 
to the dispensing service, where it 
is not used, however, until the 
other basket of the particular 
dressing is completely emptied. 
The nonsterile is replenished in the 
course of the day. A similar proce- 
dure is carried out for wrapped 
catheters. 

Sterile supplies in the dispensing 
room and elsewhere are checked 
at least every 14 days, and the date 
of last sterilization is noted. Re- 
sterilizing is done as indicated. 

Rotation of supplies to assure 
sterility is accomplished by using 
the generally accepted procedures 
of taking from the right and add- 
ing fresh supplies from the left or 
taking from the front and adding 
fresh supplies from the back. 


A VITAL ROLE 


The experience at Hotel Dieu 
over the past two decades proves 
the advantages of developing a 
central supply service to provide 
materials for all departments in 
the hospital, even when space and 
facilities are not ideal. The lessons 
that we learned in our years of in- 
adequacies have stood us in good 
stead since wider opportunities 
have opened before us. The hospi- 
tal’s chief objective is to serve the 
patient. With interdepartmental 
cooperation, central supply service 
plays a vital role in giving to him 
service that is efficient. 
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Turning patient opinion into reform 


HE IMPORTANCE and value of 

patient opinion in improving 
hospital service are unquestioned, 
but pinning down patient opinion 
and applying it to the best advan- 
tage is a rather difficult task. 

The questionnaire method of 
obtaining opinions, ideas and sug- 
gestions from patients now appears 
to be a firmly established tool of 
the hospital administrator. There 
is, however, a wide variance in the 


way that this tool is used in the: 


different hospitals. Suggestions and 
complaints from a 1949 patient 
opinion poll taken by the Charles 
T. Miller Hospital, St. Paul, result- 
ed in a series of 22 improvements 
in the hospital’s service. 

In the spring of 1947 the Miller 
Hospital participated, with three 
other hospitals, in a questionnaire 
survey of patient opinion, under 
the direction and guidance of Mrs. 
Margaret Randall of the Univer- 
sity of Minnesota School of Nurs- 
ing (HosprTats, October 1947). 
This study proved the merit of ob- 
taining patient opinion by the 
questionnaire method, and it rec- 
ommended that a questionnaire be 
sent to patients periodically. 


QUESTIONNAIRE REVISED 


It was decided at Miller Hospi- 
tal in the spring of 1949 to follow 
up Mrs. Randall’s work with a 
More extensive survey of patient 
opinion. The 1947 questionnaire 
was drastically revised, as it had 
been aimed primarily at nursing 
and did not cover all of the hospi- 
tal services to patients. Depart- 
ment heads were asked the type 
of information they would like to 
obtain from the patient about their 
departments. It was decided then 
to include questions covering all 
hospital departments with which 
the patient comes in contact or on 
Which he might reasonably be ex- 
pected to have an opinion. 


aes. 
oft Trenkner is assistant director of the 
es T. Miller Hospital, St. Paul. 
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A careful study proved the value 
of a questionnaire. Using the re- 
sults, this hospital then set out 
to improve those conditions that 
had caused patients to complain. 


RICHARD W. TRENKNER 


Some of Mrs. Randall’s original 
questions were used, some were 
revised, and some were excluded. 
Many new questions were added, 
covering such services as orderlies, 
practical nurses, admitting, tele- 
phone, mail and flower delivery 
and linen. Multiple choice ques- 
tions were eliminated in order to 
make the questionnaire as simple 
as possible. The final result was a 
set of 43 questions of the “yes” and 
“no” type, with space for com- 
ments and suggestions. Before it 
was printed, the questionnaire was 
tried out on a number of employ- 
ees and former patients for clarity 
and checking of time. It was found 
that the questionnaire could be 
completed in approximately 10 
minutes. 

After the 1947 study, the head 
nurses at Miller Hospital had sug- 
gested that future patient ques- 
tionnaires be classified and tabu- 
lated according to nursing stations 
or wards so that the staff of each 
station could know exactly how 
its own services rate with the pa- 
tients. It was felt that a question- 
naire sent at random to patients 
from the entire hospital did not 
give an accurate picture of condi- 
tions on each station. 

Separate studies by nursing sub- 
divisions help to pin down patient 
opinion to specific areas and per- 
sons. This makes it possible to use 
criticisms and suggestions at the 
exact spot where they originated, 
resulting in improved service to 
future patients. It applies not only 
to nurses but to interns, orderlies, 
housekeepers and dietary workers 
as well. 

Classifying patient opinion in 
this manner also permits valuable 


comparisons between wards. It is 


helpful to know the total percent- 
age of patients who complain of 
cold food, noise and lack of nurs- 
ing care, but it is more useful to 
know which wards have the high- 
est percentage of complaints. 

The revised questionnaire was 
mailed in the spring of 1949, with- 
in one week after discharge, to 50 
patients from each of seven nurs- 
ing stations. It was sent out in 
such a manner that all stations 
would be completed at the same 
time; thus all would be subjected 
to the same factors. Patients under 
18 or over 70 years of age and all 
mental patients were excluded. 

When a questionnaire was not 
returned in 12 days, a follow-up 
letter was sent out. When that did 
not bring results, a second follow- 
up letter was mailed 12 days later. 
This procedure brought amazing 
results. Of the 350 questionnaires 
mailed out, 307, or 88 per cent, 
were answered and returned. 

Returned questionnaires were 
coded, sorted and tabulated on 
large worksheets by nursing sta- 
tions. Worksheets were subdivided 
according to private, semiprivate 
and ward patients. “Yes” answers 
were recorded with black pencil, 
‘no” with red and “no opinion” 
with green. A large section was 
used for recording the many use- 
ful comments and _ suggestions. 

A reliable survey of patient 
opinion by the questionnaire meth- 
od is far too costly in both time 
and materials unless the best pos- 
sible use is made of the informa- 
tion obtained. Patients certainly 
will lose faith in hospital manage- 
ment if their suggestions and com- 
plaints do not bring results. 

Questionnaire information 
should be tabulated in the most 
usable form before it is presented 
to the various groups in the hos- 
pital. It is best to withhold the in- 
formation until all questionnaires 
have been returned, as a tabula- 
tion based on a few early returns 
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could easily give an entirely false 
picture of a particular service. 

At the Miller Hospital the re- 
sults of the survey were presented 
first at the regular monthly meet- 
ing of all department heads. The 
polling technique was explained, 
and the 16 questions that received 
less than 2 per cent complaint 
were discussed. The chief purpose 
of this meeting was to point out 
that the patients considered the 
service of most of the departments 
of the hospital to be excellent. 
Questions with a higher percent- 
age of complaint were not dis- 


cussed at this time in order to 
avoid embarrassment to depart- 
ments that did not show up sd 
well statistically. Then, too, some 
of the higher percentage questions 
needed detailed interpretation. 
Tabulations of each question 
were thoroughly studied by the 
assistant administrator and the 
head of the service covered by the 
question. Comments were care- 
fully noted, and plans were laid 
for acting upon complaints and 
suggestions. Results of the study 
were then discussed at employee 
meetings in the various depart- 
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Questions asked in poll of patients 


1. Was the schedule (treatments, baths, 
etc.) of the hospital so arranged that you 
could generally get enough rest? 

2. Did you and your relatives or friends 
receive prompt, courteous service from the 
hospital telephone operators? 

3. Do you feel that the nurses were really 
interested in you as a person? 

4. Was the hospital schedule: explained to 
you adequately (so that you knew what was 
coming and what would be expected of 
you)? 

5. In the light of present-day costs and 
the various services rendered, do you con- 
sider that your hospital costs were reason- 
able? 

6. If you used the services of the x-ray 
department, did the technicians seem to be 
courteous and skillful? 

7. Was the hospital quiet enough so that 
you could rest when you wanted to rest? 

8. Did the room seem comfortable to you? 

9. Did you receive the kind of food you 
liked (if your diet permitted)? 

10. Was the mail and flower service satis- 
factory? 

11. Were the nurses prompt in doing 
things for you (answering your light signal, 
etc.)? 

12. Was your food served attractively? 

13. Were you awakened too early in the 
morning? 

14. If you had special graduate nurses 
hired to take care of you, was this care 
satisfactory? 

15. Were you disturbed by so-called "hos- 
pital smells''? 

16. If some of your care was given by 
practical nurse students (nurses in blue 
chécked uniforms), was this care satisfac- 
tory? 

17. Were the visiting regulations satis- 
factory? 

18. Did you have as much nursing care as 
you needed? 

19. Do you have hospital insurance (Blue 
Cross or other policies) ? 

20. Was the attention, courtesy, and in- 
terest of the interns and residents (doctors 
in white uniforms) satisfactory? 

21. Was the linen (towels, sheets, pillow- 
cases, etc.) changed as often as you would 
have liked? 

22. Was your nursing care adequately 
supervised by the nurse in charge? 





23. Did the hospital employees seem to 
you to be neat in their appearance? 

24. Did you receive a friendly and ade- 
quate introduction to the hospital from the 
admitting officer (person who asked about 
your birthplace, occupation, previous . ad- 
missions, etc.) ? 

25. Were the food servings large enough 
to satisfy your appetite (if your diet per- 
mitted } of 

26. Did the nurses seem thorough? 

27. Did your visitors feel that they were 
properly received at-the desk'in the lobby? 

28. Did you like the coffee that was 
served with your meals? 

29. If you received care from any of the 
orderlies (male attendants), was this care 
satisfactory? 

30. Were you properly instructed in how 
to take care of yourself after you got home? 

31. Did the room seem attractive (color- 
ful, cheerful, pleasant) to you? 

32. Do you feel that the nurses were skill- 
ful in taking care of you (not hurting you 
more than necessary) ? 

33. Were the people who cleaned the 
floors and furniture of your room tactful 
(not talking too much, etc.) ? 

34. Were your contacts with the business 
office entirely satisfactory? 

35. Did you receive courteous, skillful 
treatment from the laboratory technicians 
(the ones who drew blood for tests)? 

36. Did the lighting seem adequate for 
your needs? - 

37. Was the room usually kept clean? 

38. Was the food hot by the time it 
reached you? 

39. Do you think it is proper for nonprofit 
hospitals, such as this, to ask patients to 
pay part of their bill in advance? 

40. Did your visitors feel that they were 
courteously received by the nurses on your 
floor? 

41. If there were other patients in the 
room with you, were you bothered by their 
presence? 

42. In general, do you feel that you had 
good hospital care? 

43. Are you a man or a woman? 

Small "yes" and "no" checking boxes and 
space for comments were provided below 
each question. The questionnaire informed 
the former patient that he could sign his 
name to his copy or not, as he wished. 
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ments of the hospital. Comparisons 
with the 1947 survey were made, 
and progress was noted. A special 
point was made of disseminating 
praise and favorable comments 
that patients had made about in- 
dividual employees. 

The section of the study per- 
taining to nursing was carefully 
explained at a head nurses’ meet- 
ing, and comparisons between sta- 
tions were analyzed. The nursing 
education department studied the 
entire tabulation, gathering teach- 
ing material for student nurses. 

This material, of use for both 
students and professional nurses, 
included: 

1. Review of intramuscular and 
hypodermic technique for all nurs- 
es to improve skill in use of 
syringe. 

2. Stress of the importance of 
working quietly and with hushed 
voice, especially at station desk. 

3. Review of techniques and im- 
portance of proper use of hot pack 
equipment to prevent unnecessary 
odors. 

4. Detailed review of factors to 
be considered in introducing pa- 
tient to hospital routine at time of 
admission, including (a) introduc- 
tion of self by nurse; (b) explana- 
tion of equipment of room; (c) 
how to contact nurse; (d) time to 
expect awakening, meals and doc- 
tor’s visit; (e) name of head nurse 
on floor, and (f) explanation of 
various types of nursing personnel 
that will care for patient. 

5. Instruction in importance of 
answering lights promptly and 
carefully explaining to patient if 
his request will be delayed or can- 
not be carried out. 

6. Renewed stress of the im- 
portance of checking back on each 
patient to make certain that his 
care is going according to schedule 
and that he is not left waiting for 
completion of any procedure, such 
as medication, bath or bedpan. 

7. Special instruction in cutting 
stems of flowers, changing water 
and arranging bouquets. 

8. Instruction, by use of special 
movie, in preparing patient for 
meals, noting food likes and dis- 
likes and serving food. 

9. Instruction in proper tech- 
nique of answering telephone and 
complying with requests. 

10. Emphasis on technique of 
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making patient feel that every- 
thing possible is being done for 
him rather than trying to get him 
to overlook lack of service due to 
shortage of nurses and overworked 
nursing staff. 

Interns and residents, at a meet- 
ing of that group, were informed 
of what the patients thought of 
their services. The need for more 
thorough and adequate instruction 
to patients in how to take care of 
themselves after they go home 
was explained. Also, the point was 
stressed that interns and residents 
should properly introduce them- 
selves and carefully explain the 
purpose of their visits before ex- 
amination of new patients. 


JOINT MEETINGS 


Questions covering services in 
which several departments had an 
integral part were discussed at 
joint meetings of these depart- 
ments. The material extracted 
from the questionnaire for all em- 
ployees included more stress on 
the reasons for the present high 
cost of hospitalization. This en- 
ables hospital personnel more ef- 
fectively to help educate patients, 
relatives, friends and the general 
public to the fact that hospital 
charges are reasonable and that 
hospitals are not making a profit. 
Stress also was placed on instruc- 
tion in the art of being extremely 
tactful in all hospital dealings, es- 
pecially in those with patients. 

The seven questions that re- 
ceived more than 5 per cent dis- 
satisfied answers from patients 
were studied thoroughly, and re- 
medial measures were worked out 
by an advisory committee consist- 
ing of the administrator, assistant 
administrator, director of nursing, 
personnel director, chief dietitian 
and administrative resident. This 
group not only studied the tabu- 
lated results of the survey, but 
they also read through most of the 
returned questionnaires to get a 
first-hand impression of what pa- 
tients think of the Miller Hospital. 

The remedial measures worked 
out by this committee from the 
complaints and suggestions report- 
ed by the patients in the question- 
naire have resulted in the follow- 
ing improvements: 

1. An additional tray truck has 
been introduced to speed up food 
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service on the ward with the high- 
est percentage of cold food com- 
plaints. 

2. More complete utilization is 
being made of personnel in carry- 
ing trays on the two stations that 
had higher percentages of cold 
food complaints. 

3. Metal covers for vegetable 
dishes on patients’ trays have been 
purchased so that vegetables will 
be kept hot longer. 

4. New brands of coffee have 
been tested and tried. 

5. Under-pillow-speaker radios, 
which reduce radio noise, have 
been bought. 

6. Kitchen workers have been 
instructed to be more quiet in the 
diet kitchens near patients’ rooms. 

7. Loud talking at nursing sta- 
tions has been subdued. 

8. Special classes for ward aides, 
in the proper handling and arrang- 
ing of flowers, have been conduct- 
ed by a local florist. 

9. More accurate reporting of 
the condition of patients is being 
made from the nursing stations to 
the telephone operators. 

10. A special questionnaire study 
has been made to determine exact- 
ly what about the hospital sched- 
ule was not explained adequately. 
This has been used most exten- 
sively on the stations with the 
highest percentage of complaints 
on this question. 

11. A preadmission form is be- 
ing used to expedite admissions 
and to determine more accurately 
in advance the credit rating of pa- 
tients, thus eliminating advance 
deposits on hospital bills wherever 
possible. 

12. A patient information book- 
let is being distributed before ad- 
mission to explain visiting regula- 
tions, financial arrangements and 
facilities. 

13. The time interval between 
waking the patient and serving 
breakfast has been reduced. 

14. Plans for the new building 
addition have been altered to in- 
clude only single rooms. This was 
a result of the high percentage of 
patients bothered by others in the 
room. 

15. A penalty charge has been 
established for patients leaving 
after 3 P.M., to prepare the way 
for earlier admissions. 

16. Linen has been added to the 


quota of the station with linen 
shortage complaints. 

17. Patients’ light signals are 
being answered more promptly. 

18. Insignia has been adopted 
for the uniforms of all the non- 
professional personnel (nurse 
aides, ward secretaries ‘and order- 
lies) on nursing stations to reduce 
the confusion, in the minds of pa- 
tients and visitors, as to the status 
and responsibilities of the various 
classifications of employees. 

19. More housekeeping atten- 
tion is being given to bathrooms 
on ward stations. 

20. Windows in patients’ rooms 
are scheduled for more frequent 
cleaning. 

21. An additional shower has 
been installed on the maternity 
floor to reduce the waiting time. , 

22. Telephones have been in- 
stalled in the balance of the single 
rooms to give uniform service. 


TELLING BOARD AND STAFF 


Certainly not to be overlooked 
is an informative presentation of 
the highlights of the patient opin- 
ion survey at a meeting of the 
board of trustees and also at a 
meeting of the medical staff. These 
groups not only should be fully 
informed of the quality of the 
service being rendered by the hos- 
pital, but they also should be ad- 
vised of any comments, criticisms 
or suggestions made by patients 
upon which they can act to im- 
prove the service to the utmost. 

Some of the patients answered 
certain questions in a manner that 
indicated quite obviously that they 
were either misinformed or had 
concocted erroneous ideas about 
services of the hospital. It was 
necessary to write letters to 
straighten them out. Others asked 
specific questions that the ques- 
tionnaire raised in their minds. 
Letters to groups like this are 
time-consuming, but they have a 
great deal of public relations value. 

At the present time a careful 
follow-up is being conducted to 
make certain that the many im- 
provements and practical sugges- 
tions that resulted from the vari- 
ous conference groups on the pa- 
tient opinion survey are being car- 
ried out. Another patient ques- 
tionnaire this year will furnish 
more definite proof. 
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Unusual design for a student 


S A PART OF its establishment 
A of a “university type” nurses’ 
training program, the East Orange 
(N. J.) General Hospital has con- 
structed a building that combines 
housing and educational facilities 
for its students under the same 
roof, with neither interfering with 
the other. 

Providing complete facilities for 
60 students, the building is com- 
posed of three units—the resi- 
dence, the commons, and the school 
of nursing. Since these units adjoin 
each other, circulation of students 
and staff may occur either via the 
interior passages or exterior cov- 
ered walkways. The plan is in the 
shape of a “U,” the three-story 
residence and one-story school 
forming the two legs and the one- 
story commons the base. 


SIGNIFICANT DEPARTURE 


A significant departure made in 
the planning of this building group 
by the architect, Vincent G. Kling, 
is in the disposition of the various 
areas in such a manner that the 
residence facilities are’ divorced 
from the training school and its 
noise and traffic. At the same time, 
the various rooms in the residence 
overlook the patio and the attrac- 
tive grounds. In much the same 
manner the commons room has 
been lifted from within the resi- 
dence and placed as a wing ex- 
tending to the west and opening on 
a greensward and a patio terrace. 
These departures have been fur- 
ther dramatized by a contemporary 


architectural treatment, which is - 


made possible by modern planning 
techniques and the new rigid- 


Dr. Hayhow is director of the East 
Orange (N. J.) General Hospital. 
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frame, reinforced, light-weight 
concrete structural system. 

The residence unit of concrete 
and brick has been carefully placed 
so that it is separated from street 
noises by the school, commons and 
existing trees. With the residence 
in this position, the architect was 
able to utilize large window open- 
ings, allowing for ideal ventilation 
and sunlight to be enjoyed in 
each room. The basement contains 
maintenance, storage and student 
laundry facilities. 

Each of the three floors above 
grade has a screened porch, lounge, 
kitchenette, toilet facilities, both 
single and double bedrooms, in- 
structors’ suites, corridors with 
acoustical plaster ceilings, house 
phones, buzzer call system, dumb- 
waiter and other modern appoint- 
ments. The bedrooms have built-in 
wardrobe closets with sliding 
doors, lavatory closets and dresser 
recesses. The roof terrace, partially 
covered and completely enclosed 
by a three-foot high railing, per- 
mits the nurses to enjoy both sun- 
bathing during the day and the 
cool breezes on summer evenings. 


RADIANT HEAT 


The large, radiant-heated com- 
mons room both separates and con- 
nects the residence and the school. 
The south wall of glass permits an 
outlook onto a sun terrace and be- 
yond to a spacious, well-landscaped 
patio. The fireplace wall at the 
west end separates the reading and 
writing alcoves from the balanee 
of the room. Heavy drapery ma- 
terial is utilized as a flexible par- 
tition dividing the more active rec- 
reation activities from the more 
sedate groups around the fireplace. 


nurses home 


This room is served by a modern 
and well-equipped kitchen, and 
adjacent to it are the necessary 
coat and lavatory rooms. The oak 
parquet floor of this room is de- 
pressed below that of the residence. 
Because of the planned flexibility 
of this room, it will serve the func- 
tions of both a general social area 
and a recreational center. 


SCHOOL BUILDING 


The one-story school building 
contains dietetics and nursing arts 
laboratories, a visual aids class- 
room with stadium seating, a li- 
brary, a large lecture hall, which 
may become two smaller class- 
rooms by means of a folding par- 
tition, toilet and coat rooms, a re- 
ception hall and offices. The lab- 
oratory and visual aids equipment 
permits training of nurses in the 
most up-to-date hospital proce- 
dures. These classrooms have been 
lifted from the usual basement 
location and placed in an attrac- 
tive, well-lighted and well-ven- 
tilated, above-ground, one-story 
structure. 

The site rises from the street to 
the residence; consequently the 
roofed-over concrete walkway is 
stepped at three points to conform 
to the natural grade. A driveway 
extends the full depth of the lot 
to the existing garage and parking 
area. The site is beautifully land- 
scaped since it was once the 
grounds of an old East Orange 
mansion. Part of these grounds 
will be developed as outdoor rec- 
reation areas with plans for a ten- 
nis court. It is also feasible to erect 
another three-story residence unit 
some time in the future, to the 
rear of the site. 
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THE "BABY SHOWCASE" 


New nursery window pays 


off in public relations 


HE “BABY’S SHOWCASE,” the 
> Spell viewing window un- 
veiled early this year at the San 
Pedro (Calif.) Community Hospi- 
tal, is the realization of a dream. 
For many years we had watched 
proud fathers and other members 
of the families press their noses 
against a window pane to view the 
“little darlings.” Now, because of 
this window recessed into the room 
on an angle, such contortions are 
unnecessary, and the infants are 
inspected without their seeming to 
be distorted. 

The installation of this special 
window is the result of much 
thought and planning on the part 
of the administrator and W. H. 
McAllister, San Pedro contractor. 
We believe it is unique in design 
and a great improvement over the 
plain vertical windows commonly 
used by hospitals. 

The width of the window is 
eight feet, wide enough for four 
babies, in bassinets, to be shown 
at a time. The bed portion of the 
bassinet, when raised, is at ap- 
proximately the same angle as the 
lower glass of the window. This 
makes it possible for the fathers 
to have a close view of their new 
babies — without flattening their 
noses—and also eliminates the 
necessity of a nurse’s holding the 
baby to be seen. A chrome bar per- 
mits the visitors to lean comforta- 
bly without touching the window 
itself. 

The upper section of the win- 
dow is plate glass, and the lower 
section is safety plate glass — an 
added precaution against break- 


Mr. Hatfield is administrator of the San 
Pedro (Calif.) Community Hospital. 
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age. The two sections are joined at 
a 90 degree angle. A fluorescent 
light at the top illuminates the 
“‘showcase.” 


The bassinets are of aluminum 
and were given to the hospital by 
the women’s auxiliary. 


The cost of this unusual window 
was approximately $475, but the 
hospital has received so many 
complimentary comments on the 
window that we feel the public 
relations value has been greater 
than the expense entailed in in- 
stalling this “baby showcase.” 








Oo O 
SKETCH shows the construction details of 
the "baby showcase" (side view). Numbered 
items are: (1) Fluorescent lamp, (2) plate 
glass, (3) 90 degree angle, (4) standard 
division bar, (5) safety plate glass, (6) 
chrome rest bar, (7) stainless steel cap, 
(8) chrome pipe, (9) crib, and (10) walls. 


A NEW FATHER gets a closeup view of his infant child through the "baby show- 
case." The angle of the safety glass is carefully planned to avoid breakage 
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HE QUESTION, “What steps are 

you taking to guard against 
avoidable accidents happening to 
the personnel or to convalescing 
patients in your hospital?” was 
asked recently in a bulletin from 
the offices of the secretary of the 
Ohio Hospital Association. It was 
a timely question inasmuch as this 
hospital’s procedures and routines 
for minimizing such accidents only 
recently had been reviewed and 
modified. These modifications in- 
cluded the purchase of foot rails 
and of rubber mats for the bath 
tubs, the changing of certain nurs- 
ing routines and other improve- 
ments. The arrangements had the 
complete approval of the hospital’s 
insurance carrier. 

A safety engineer, sent by the 
insurance company at the request 
of tae hospital, made without 
charge a complete survey of the 
existing conditions and prepared 
a list of recommendations. During 
his several days’ stay he had vis- 
ited practically every corner of the 
hospital and consulted with execu- 
tive personnel. His recommenda- 
tions, filling several pages, were 
grouped on emergent, urgent and 
nonurgent bases and protected the 
interests of the hospital and of the 
insurance company. 

The next point of inquiry con- 
cerned which recommendations 
should be followed. Those that 
could be completed at a relatively 
small cost and with little disrup- 
tion to the hospital’s normal rou- 
tine were carried out without de- 
lay. The others were studied more 
carefully and reviewed with de- 
partment heads, with estimates of 
costs included. Some of the more 
difficult recommendations then 
were effected, and the remainder, 
because of reasons that were passed 
on to the safety engineer of the 
insurance carrier, were held in 
abeyance. 


RESULTING IMPROVEMENTS 


The net results of the insurance 
company engineer’s visit and rec- 
ommendations were safety im- 
provements throughout the insti- 
tution, a greater understanding of 
problems by the hospital and the 


surance company, an increase in. 


alertness among key and other 
Personnel, and, certainly not least, 


Dr. Ross is executive director of the 
Jewish Hospital, Cincinnati. 
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A cooperative program for preventing 
accidents is combined with a system 
for handling them when they do occur. 


A two-way method for 


controlling accidents 


DAVID H. ROSS, M.D. 


a feeling of assurance that the hos- 
pital was doing all that could prac- 
tically be done with regard to 
safety measures. 

In addition, a relatively rigid 
procedure of reporting accidents in 
the hospital was instituted. As part 
of the procedure, a report form 
was developed. It is advisable to 
mimeograph this form at first until 
sufficient local experience is built 
up for the preparation of the more 
stable and formal printed form. 
A review of this form reveals in- 
formation that is of specific inter- 
est not only to the hospital but also 
to the insurance carrier. Details of 
the form may be changed to fit the 
local situation. 

A flow chart would show the 
initiation and path of the form. 
The procedures may seem com- 
plex, but the whole routine can be 
made to work quickly and smooth- 
ly. The floor nurse immediately 
ministers to the victim of the acci- 
dent and calls the nursing super- 
visor and the house doctor, who 
further help the victim. Then they 
complete their portion of the form. 
Careful wording is necessary on 
the part of the house doctor and 
the members of the nursing serv- 
ice. This wording must be factual 
without being improperly incrim- 
inating from the point of view of 
the patient and the hospital. 

If the accident involves one who 
is not a patient, the same proce- 
dure is initiated by the unit, sec- 
tion or department head of the 
area or site of the accident, with 
the exclusion of the calling of the 
nursing supervisor. 

The information is reviewed not 


only by the director of nursing 
service but also by the assistant 
director or executive director with- 
out delay, and an indication is 
made in the upper right-hand cor- 
ner of the form as to whether or 
not the incident should be report- 
ed to the insurance carrier. 

If there is a likelihood that court 
action may be forthcoming in con- 
nection with the accident, the re- 
port is immediately telephoned to 
the local attorney of the insurance 
carrier. The insurance carrier finds 
this technique desirable because it 
gives the company an opportunity 
to consider also the possibility of 
the case’s resulting in litigation 
and to obtain additional informa- 
tion from the persons involved 
while the accident is still fresh in 
mind. Insurance company répre- 
sentatives have said that incidents 
frequently bring about litigation 
after an interval of time—enough 
time to have permitted a turnover 
in personnel so that the employees 
involved are found with difficulty 
if they can be found at all, and 
to have permitted a dimming of 
the memory of the facts involved. 


SAFETY COMMITTEE 


At the end of the month, all the 
completed report forms of acci- 
dents to patients, visitors, doctors 
and other hospital personnel are 
forwarded to the hospital’s com- 
mittee on safety. 

This committee consists of the 
purchasing agent, the director of 
nursing service, the-chief resident, 
the chief of power and mainte- 
nance, the executive housekeeper 
and the personnel manager. Each 
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was appointed for a definite reason. 

The purchasing agent is on the 
committee so that she will know 
just what material she needs to 
buy in order to minimize acci- 
dents. The director of the nursing 
service is a member of the com- 
mittee because many accidents in- 
volving nursing service considera- 
tion occur to patients. The chief 
resident serves because it is a 
member of the house staff who is 
called immediately to examine the 
patient for the purpose of doing 
what is immediately necessary for 
the patient as well as writing for 
the report the medical findings 
associated with the accident. The 
chief of power and maintenance is 
appointed because equipment and 
apparatus usually are involved in 
the accident, and his point of view 
and attention are needed. The ex- 
ecutive housekeeper is on the com- 
mittee because accidents frequent- 
ly are traceable to items left by 
maids and porters in corridors 
throughout the institution. Finally, 
the personnel manager is a mem- 
ber in order that, on the local ex- 
perience basis, she may draw up 
a list of “do’s and don’t’s” for the 
safety of personnel. 


At the monthly meeting of the 
safety committee, the monthly ac- 
cumulation of reports is individu- 
ally reviewed and discussed from 
the point of view of prevention, 
and the simple recommendations 
are given to the different members 
of the committee directly involved 
for immediate implementation. The 
more complex recommendations 
are recorded for permanent refer- 
ence by the secretary of the com- 
mittee in the form of minutes. 


EXAMPLES 


An example of committee action 
is the case wherein a maid cut her 
finger on a razor blade in a pa- 
tient’s waste receptacle. The safety 
committee recommended the pur- 
chase of razor blade containers for 
each nonpublic lavatory. 

A patient slipped and fell in the 
bath tub, with the result that a 
study was made of the need for 
rubber mats in each tub through- 
out the hospital. The proper num- 
ber was obtained and distributed. 

A report came to the attention 
of the safety committee wherein 
certain parts of the hospital were 
thought to be unsafe from the 
point of view of fire. The city fire 





Form #35 
THE JEWISH HOSPITAL 
CINCINNATI 


Name of patient, 
Ward or room No. __ 
Diagnosis__ as feed 





_Bed No. Date. 


REPORT OF INCIDENT TO PATIENT 


Service of Dr, 
Hour, 


THIS FORM is filled 





Date of admission _ 


Nurse's account of the incident and immediate results 


History of the incident as related by the patient 


(Doctor to report on other side) 


Other comments — by supervisor or other official 


Days postoperative Was patient rational? Was patient restrained?_ 


Incident reported to Doctor Who saw patient at__ 
Incident reported to supervisor__ __Who saw patient at 


“Signature of the nurse 


out each time an ac- 
cident occurs involv- 
ing a patient at the 
Jewish Hospital, Cin- 
cinnati. On the two 
sides of this form, 
facts about the acci- 
dent are recorded for 
the hospital and, if 
litigation is consid- 
ered likely, for the 
insurance carrier. In 
case court action 
does seem likely, the 
hospital telephones 
the insurance com- 
pany immediately. 





(over) 





Cowtersigned by supervisor 
(Use other side if necessary for further details) 


Report to be sent promptly to office of the director of nursing service 








marshal was invited to make ag 
complete survey, and his recom- 
mendations for improvement were 
carried out to the extent of in- 
stalling automatic fire doors that 
separated the fire-resistant por- 
tions of the hospital from those 
that are nonresistant; the installa- 
tion of automatically closing door 
checks on all the corridor doors in 
the portions of the institution that 
are not fire-resistant; the installa- 
tion of fire-resistant cabinets for 
the storage of paints, and many 
other innovations. 

As a result of several reports of 
patients’ climbing over the foot of 
the beds, foot rails were purchased 
and made available for those beds 
where such an addition was 
thought to be necessary. 

Changes in nursing service rou- 
tines, recommended by the safety 
committee, were instituted as a 
result of reports indicating the oc- 
casional dispensing of the wrong 
medication. 

After the committee meeting, 
the reports that have “report to 
insurance carrier” in the upper 
right-hand corner are _ separated 
from those marked “do not report” 
and are sent to the local office of 
the insurance company. As these 
reports already have been tele- 
phoned to the insurance company, 
these are sent merely as written 
follow-ups. Those forms indicating 
“do not report” are filed, in the 
event that unexpected litigation 
does result. If this happens, the 
proper report on file then may be 
forwarded to the insurance com- 
pany to assist the company in pye- 
paring the details associated with 
the court case. 

The advantages of the above 
procedures are as follows: 

1. Immediate and proper med- 
ical attention to the victim of the 
accident is encouraged. 

2. Key and other personnel are 
made constantly alert to accidents 
and their prevention. 

3. Relatively complete informa- 
tion is made available for review 
by the hospital for the purpose of 
minimizing similar occurrences. 

4. Relatively complete informa- 
tion is available to the insurance 
company, as well as an opportun- 
ity to prepare promptly sufficient- 
ly complete records in case the 
accident results in litigation. 


HOSPITALS 





te) 
Fi 
Hosp 
inclu 
char 
tem 1 
bed « 
ago, 
tribu 
pital’ 
succe 
The 
sive 1 
is sel 
hospi 
such | 
orato} 
Bel 
servic 
use 0 
nity 1 
board 
patier 
rate 
Ex 
uncol] 
unpre 
servic 
to the 
the ck 
causec 
isfacti 
had ey 
tors fe 
certait 
tory » 
extra 
indica 
charge 
At 1 
to be | 
for we 
had nc 
ous h 
consist 
pared 
hospits 
tient d 
the or 
estima 


make a 
recom- 
nt were 
of in- 
ors that 
it por- 
n those 
nstalla- 
ng door 
loors in 
ion that 
nstalla- 
iets for 
1 many 


oorts of 
foot of 
rchased 
se beds 
Nn was 


ce rou- 
- safety 
1 as a 
the oc- 
wrong 


\eeting, 
ort to 
upper 
yarated 
report” 
ffice of 
; these 
1 tele- 
npany, 
written 
icating 
in the 
igation 
is, the 
nay be 
» com- 
n pre- 
1 with 


above 


med- 
of the 


el are 
idents 


orma- 
‘eview 
ose of 
ces. 

orma- 
irance 
yrtun- 
cient- 
e the 


ITALS 


Ten years of inclusive rate 


success in a small hospital 


DINA BREMNESS, R.N. 


or 10 YEARS the small Glen- 

wood (Minn.) Community 
Hospital has successfully used the 
inclusive rate system of hospital 
charges. We introduced this sys- 
tem when we opened our new 26- 
bed community hospital a decade 
ago, and we believe it has con- 
tributed substantially to the hos- 
pital’s professional and financial 
success. 

The basic concept of the inclu- 
sive rate plan is that the hospital 
is selling and charging for total 
hospital care, not separate items 
such as board, room, nursing, lab- 
oratory, X-ray and operating room. 

Believing that the hospital’s 


services and equipment are for the ~ 


use of all patients in the commu- 
nity that need them, the hospital 
board made a study of charges to 
patients and set up an inclusive 
rate plan. z 

Experience had proved that 
uncollected bills were often the 
unpredictable amounts for extra 
service that could not be quoted 
to the patient on admission. Also, 
the charges for these services had 
caused much comment and dissat- 
isfaction in the community. There 
had even been times when the doc- 
tors felt that they could not order 
certain therapy, x-ray and labora- 
tory procedures because of the 
extra cost to the patient. All this 
indicated that the distribution of 
charges had been wrong. 

At the beginning, our plan had 
to be set up on an estimated cost, 
for we were offering services that 
had not been offered in the previ- 
ous hospital. Our medical staff 
consisted of eight men as com- 
bared with the three of the old 
hospital. The average cost per pa- 
tient day was an estimate. In fact, 
the only figure that was not an 
estimate was the average patient 


— 


Miss Bremness is superintendent of the 
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stay at that time. These figures are 
important in setting up an inclu- 
sive rate plan. 

Our plan has a basic room 
charge that varies with private, 
two-bed and four-bed rooms and 
pediatrics, and there is a sliding 
scale surcharge (apportioned over 
the first five days of the patient’s 
stay) to cover so-called “extras” 
that a patient receives in addition 
to room and board. 

Rate No. 1 is a $40 surcharge for 
major surgical, medical and ortho- 
pedic patients. Rate No. 2 is a $25 
surcharge for obstetrics and minor 
surgical, medical and orthopedic 
patients. Rate No. 3,is a $10 sur- 
charge that has a sliding scale for 
the first three days instead of the 
usual five. This third plan has been 
discontinued in all cases except 
pediatrics. 

Seventy-three per cent of our 
patients are admitted to two-bed 
rooms, the daily room rate for 
which is $8.25. The following is 
the two-bed rate in effect at the 
present time. 


Rate No. | 


Total 
daily Cumulative 
charge Surcharge total 


$18.25 ($10.00) $18.25 
17.25 (9.00) 35.50 
16.25 (8.00) 51.75 
15.25 (7.00) 67.00 
14.25 (6.00) 81.25 
8.25 89.50 
8.25 97.75 
8.25 106.00 
8.25 114.25 
8.25 122.50 


Rate No. 2 


Total 
daily Cumulative 
charge Surcharge total 
$15.25 ($7.00) $15.25 
14.25 (6.00) 29.50 
13.25 42.75 
12.25 55.00 
11.25 66.25 
8.25 74.50 
8.25 82.75 
8.25 91.00 
8.25 99.25 
8.25 107.50 
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Our private rooms have daily 
basic charges of $10 and $9.25; the 
four-bed rooms, $7.25, and pedi- 
atrics, $5. The. same surcharges 
prevail for private rooms, four- 
bed rooms and pediatrics as for 
the two-bed rooms in the examples 
shown. 

An exception to the inclusive 
rate plans described occurs in the 
case of one-day stays. In such ia- 
stances, a charge of $10 is added 
to the basic daily room charge. 

The following services are not in 
the inclusive rate and are charged 
for as incurred: Services of spe- 
cial nurses, home-going drugs, cor- 
rective appliances when used out- 
side the hospital, guest trays, blood 
plasma, unusual and expensive 
drugs, telephone and telegraph. 


STAFF COOPERATION 


After a joint meeting of the hos- 
pital board and the entire staff 
when the plan was inaugurated, 
we had the full cooperation of the 
medical staff. 

Over a period of time since the 
beginning of the plan, certain 
medications and therapeutic serv- 
ices, for which separate charges 
had previously been made, have 
been added to the services coming 
under the surcharge. 

Past experience has proved that 
the cost of oxygen therapy per pa- 
tient day is very low. This past 
year it was 4 cents. Intravenous 
and transfusion therapy was 8 
cents; vitamin therapy, 6 cents; 
diagnostic x-ray services, 32 cents; 
laboratory services, 25 cents, and 
all medical and surgical supplies, 
$1.40 per patient day. 

An adequate bookkeeping sys- 
tem must be maintained. It is im- 
portant that costs be allocated to 
the right departments, for when 
rates are adjusted it is necessary 
to know if the adjustment should 
be in the basic room charge or in 
the surcharge. 

Our experience with collections 
has been better than average. The 
number of accounts charged off for 
the past 10 years has been 0.6 per 
cent of patient income. From the 
net income, we have paid off the 
bonds and interest that have been 
due each year and have purchased 
new equipment without asking for 
any special tax levy from the City 
of Glenwood. 
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Closer cooperation 

MorE AND MORE HOSPITALS are operating blood 
banks, and this seems to call for a new kind of 
information exchange, at least in metropolitan 
areas. 

The hospitals in one such area recently joined 
in a survey of local customs and policies with re- 
spect to blood bank service, and they found a 
somewhat startling state of chaos. By way of re- 
imbursement of the bank, some required two units 
for two, some one for one, some two for one on 
the first transfusion and one for one thereafter. 
Among 13 banks in the community, nine different 
prices and price formulas were employed in charg- 
ing for administration. 

This state of chaos is not unnatural under the 
circumstances. The introduction of any new serv- 
ice is followed by a period during which efficient 
methods are worked out by trial and error, and 
there is no such thing as stable operating costs. 
The introduction of blood bank service is espe- 
cially subject to such disturbance. 

Human blood is not a commodity that can be 
bought in the market at a reasonable price and 
stored indefinitely. Its procurement is difficult and 
the demand for it uncertain. A hospital’s position 
is that of an indispensable middleman, whose 
overhead expenses are hard to calculate and still 
harder to explain. ; 

That the cost of transfusions should be reduced 
as fast as possible goes without saying. In addi- 
tion, the hospitals within a community owe it to 
their patients and to themselves to press hard for 
stability. Patients should be able to enter any 
local hospital with a general understanding of 
what a blood transfusion involves. At the same 
time, hospitals can avoid public criticism simply 
by collaborating in the interests of a community- 
wide program. 


Next month 

INFORMATION FOR THE 1950 Statistics and Direc- 
tory Issue of HosPITALs now is being edited for 
publication next month, and it may be said of 
the project that never before have so many facts 
about hospitals and hospital service been put 
between covers. 

Among other things, the 1950 issue will contain 
16 “special information” tables, many of which 
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answer important questions for the first time. How 
many surgical operations are performed annually 
in American hospitals? How many qualified dieti- 
tians are employed by hospitals? How many gen- 
eral hospital beds have been set aside for tuber- 
culosis, for psychiatry, for contagion? These are 
samples. 

Following a policy established last year, such 
information now is available to all readers of Hos. 
PITALS. This broader distribution was undertaken 
at considerable expense because it was felt that 
good hospital administration depends in part on 
every administrator’s being aware of the trends 
that affect his or her own operations. 

This is to suggest that no one miss the oppor- 
tunity a month hence. 


A new weapon? 

AN ARTICLE IN THIS ISSUE reports on some experi- 
ences to date with multiple screening, a promising 
new weapon to be used in behalf of better health 
for everybody. 

In essence, multiple screening is case finding on 
a mass production basis. It is a streamlined series 
of tests for the early symptoms of several diseases, 
and this is accomplished in minimum time at min- 
imum cost. While a number of operating problems 
remain to be solved, the possibilities of multiple 
screening are far reaching. 

Addressing his colleagues recently, for example, 
Rep. Frank B. Keefe of Wisconsin said in part: 

“In my judgment, the answer to the Ewing pro- 
posal is to be found in the over-all progress that is 
being made in the hospital construction program; 
in the expanded research program; in the develop- 
ment of state and local public health services; in 
sanitation; in pollution control development; in 
aids to better medical schools, clinics, laboratories 
and facilities; in the development of more and 
better doctors and researchers, and in the constant 


education of the public so that they will avail 


themselves of these facilities before it is too late.” 

Although Mr. Keefe was arguing against com- 
pulsory health insurance, he incidentally touched 
on one of the great possibilities of multiple screen- 
ing in closing the above passage. 

It is axiomatic that the American people might 
be infinitely healthier than they are if they could 
be persuaded to think more about their health. 


‘Despite all the effort and money poured into health 


education, they continue to eat too much or not 
enough, to drink too much, to rely on patent medi- 
cines and to put off going to their doctors until 
they are in the grip of a disabling or fatal disease. 
Among other things, multiple screening can be 
the most effective form of health education. There 
is a considerable difference between the impact 
of a printed sermon on the several perils of ovel- 
weight and of a clinic report of blood sugar. 
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Any effective new device for spreading health 
consciousness would be good in principle, but 
there is more specific and more urgent work for 
such a device in these times. 

Today doctors are being trained and hospitals 

built at an unprecedented rate, but all this can 
come to nothing unless the people for whom such 
expanded services are planned make use of those 
services. Multiple screening promises to do this 
job. 
Tcey there is a great challenge to medicine 
and hospitals, but there is a great obstacle also: 
If prolonged and too costly treatment is to be 
avoided, most chronic diseases must be caught 
early. This calls for case finding on a broad and 
inexpensive scale, for which multiple screening 
appears to be made to order. 


A limit on service 

EVERY DUES-SUPPORTED service organization has 
to determine whether or to what extent its serv- 
ices will be available to nonmembers, and the right 
answer may vary with circumstances. 

By putting no outer limit on the use of its facil- 
ities, such an organization can accomplish more 
good; it can build prestige, and this is one way of 
promoting membership. The time may come, how- 
ever, when this is no longer practicable. 

Heretofore the American Hospital Association 
has made many of its services available to any and 
all who asked for them. Anyone could obtain an 
official manual by paying a small premium. Any- 
one could borrow from the Association’s library 
or ask a technical question that might entail hours 
of research. 

This policy now has been altered. As reported 
in the news section, the Board of Trustees voted 
at its February meeting to impose some restric- 
tions. With certain exceptions, the Association’s 
services are no longer offered to nonmember per- 
sons, institutions or agencies that are eligible for 
membership. Exceptions are HospiTaLs and Trus- 
TEE, including the Master Menu service, which may 
be used by all readers of HospiTats. 

The Board was reluctant to impose even these 
limited restrictions, but there appeared to be no 
alternative. As Association resources have in- 
creased in recent years, so has the demand for 
service, and so have operating costs. Dues-paying 
members no longer could be asked to carry the 
financial burden of serving a host of potential 
members—many of them perennially potential. 

The Association as always is ready to work with 
such “outside” agencies as schools and colleges 
and to help such persons as government officials 
Who are not eligible for membership. It still has 
many chances to contribute to the public welfare, 
and it will continue to do so. 
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Situation in Suburb X 

THE 15,000 rEsmpENTS of Suburb X near Chicago 
are being solicited for funds with which to rebuild 
the hospital in nearby Suburb Y. This hospital in 
Suburb Y draws several of its attending staff 
members and many of its patients from Suburb X. 
It is a good small hospital and is favorably known 
for miles around. Its old building has been con- 
demned as a fire hazard, and so the proposed new 
plant is obviously needed. 

The small gifts campaign in Suburb X gets 
under way with difficulty. Many residents already 
have contributed toward building a hospital in 
their own community. This campaign lasted more 
than a year, and only when it appeared to be a 
sad failure was the drive in nearby Suburb Y 
permitted to start. 

Almost every church in Suburb X, perhaps ev- 
ery one, has been after building funds during the 
last two years. The Y.M.C.A. has building plans 
drawn, and the need for this facility can be dem- 
onstrated. For several years there has been agi- 
tation for a community center building, and a 
fund raising campaign is expected as soon as a 
quiet moment arrives. 

Suburb X is a community of relatively pros- 
perous home owners, all of whom are on the good 
mail solicitation lists. They are urged to help fight 
polio, cancer and heart disease on a national scale. 
They buy Christmas seals and Easter seals. They 
routinely support the Red Cross and the Commu- 
nity Chest. 

So the small gifts campaign for a badly needed 
hospital in nearby Suburb Y gets underway with 
difficulty. The residents of Suburb X are anxious 
to discharge their civic obligations, but they are 
weary and confused, and they could wish for an 
impartial umpire who would advise them to sup- 
port one or two projects and forget the rest. 

An umpire in Suburb X would certainly ap- 
prove the hospital in Suburb Y. He could say 
truthfully that while all the projects are worthy, 
none is so vital as adequate health service. But 
there is no such easy solution. Anyone who-fancied 
himself as an umpire would quickly be cut to rib- 
bons in the cross-fire from rival civic interests. 

So the badly needed hospital in Suburb Y is 
strictly on its own, and its small gifts campaign 
will succeed or fail, partly according to campaign- 
ing methods, but mostly according to its repu- 
tation. 

This narrative suggests an observation as well 
as a moral. Observation: While high taxes may 
keep down the flow and volume of large gifts to 
hospitals, it probably is nothing more than com- 
petition that shrinks the civic-duty dollar of small 
gifts. Moral: The only insurance against such com- 
petition is better hospital public relations. 
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A six-year report on care of 


communicable diseases 


Experience has proved that this can be 
done smoothly in the general hospital. 


FRANK R. BRADLEY, M.D., F.A.C.H.A. 


FTER SIX YEARS of successful 
A experience with practically 
all types of communicable diseas- 
es, we of Barnes Hospital now feel 
justified in saying that it is not 
only desirable but practicable to 
admit patients with communicable 
diseases to general hospitals. Fur- 
thermore, it may be done without 
any unusual expense except the ac- 
tual cost of alteration, which should 
be minimal and nonrecurring. 

A communicable disease unit 
can be one of the best public rela- 
tions media for gaining good will, 
for the inclusion of this long-neg- 
lected clinical and nursing service 
demonstrates most concretely that 
the hospital stands ready to serve 
the community more completely. 

The advantages of caring for pa- 
tients with communicable diseases 
in a general hospital have been 
well recognized for some years. 
That it was possible was indicated 
to us by the experience of the St. 
Louis City Isolation Hospital, un- 
der the administration of Dr. Cur- 
tis H. Lohr. He demonstrated that 
communicable diseases could be 
treated in the same unit without 
cross-infection by using single 
rooms, a separate utility room and 
the proper technique. We reasoned 
that if this could be done in an 
isolation hospital, the same could 
be done in a general hospital ex- 
cept that only those patients suf- 
fering from communicable diseases 
would need to be isolated. 

The basic requirements of pro- 
viding and organizing a communi- 
cable disease service are: (1) A 


Dr. Bradley is director of Barnes Hospi- 
tal, St. Louis. 
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small isolation unit in conjunction 
with a general medical nursing 
division (a unit or units may be 
attached to as many general med- 
ical nursing divisions as required) ; 
(2) not more than four beds in a 
unit; (3) a utility room for each 
unit; (4) single rooms, and (5) 
proper isolation technique. 

The two isolation units of 
Barnes Hospital were established 
in 1943, with the assistance of a 
grant from the St. Louis and St. 
Louis County chapters of the Na- 
tional Foundation for Infantile 
Paralysis. Thus, the ward nurses 
and interns could staff both ward 
and isolation units. 


ALTERATIONS FOR UNIT 


A four-bed room and an adja- 
cent two-bed room were rear- 
ranged into a unit of four single 
rooms, a utility room and an inside 
nursing station. One of the single 
rooms was separated from the 
other three rooms by the utility 
room so that the noise and confu- 
sion of respirators or similar ap- 
paratus needed by some patients 
would be as far as possible from 
the other patients. Further, crit- 
ical and dying patients could be 
placed where they would be out 
of sight of relatives and friends 
of the other patients. 

Although we do not feel that it 
is absolute, the following tech- 
nique has been used successfully 
at Barnes Hospital. Other hospitals 
and clinical services will want and 
need to make their own modifica- 
tions. 

The nurse in charge of the iso- 
lation unit is responsible for see- 


ing that isolation technique js 
properly carried out, and she 
should call attention to errors no 
matter who makes them. 

Patients admitted to isolation 
units are placed on one of three 
types of individual isolation: (1) 
Respiratory, (2) intestinal or (3) 
contact. Placards are placed on the 
door of each room to designate the 
type of isolation. On admission, 
patients are routinely put on res- 
piratory isolation until seen by a 
member of the house staff. Special 
orders concerning isolation must 
be left by the assistant resident or 
intern. 

Respiratory isolation is neces- 
sary in cases of highly infectious 
diseases that may be transmitted 
by droplet infection. Persons en- 
tering the room of a patient suffer- 
ing from a disease of this charac- 
ter may become the source of 
possible transmission even by 
walking in the corridor with a 
“dirty” gown on. 

When caring for a patient on 
respiratory isolation, the nurse 
must: 

1. Wear a separate clean gown 
and mask for each patient. 

2. Keep the door of the patient’s 
room closed. 

3. Remove the gown immedi- 
ately after leaving the patient’s 
room and place it in the hamper. 

4. Wash her hands with soap 
and water, wipe them on a paper 
towel and then turn off the con- 
taminated faucet with a paper 
towel. 

5. Close the door leading into 
the patient’s room. 

6. Remove her mask, touching 
only the string, and drop the mask 
in a paper bag in the metal waste- 
basket beside the hamper. 

7. Collect the discharges of the 
respiratory tract in sputum boxes, 
cover them with sawdust, wrap 
the boxes in paper and discard 
them in the refuse container. 

Physicians and nurses should 
roll up their sleeves and remove 
any rings and wristwatches before 
putting on the gowns. Gowns and 
masks are not worn outside the 
isolation zone. 

Intestinal isolation is employed 
in diseases of which the causal 
agent is present either in the stool 
or urine and in which there is no 
danger of droplet infection. The 
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procedure is the same as that fol- 
lowed for respiratory isolation ex- 
cept that a mask need not be worn 
and all intestinal and bladder dis- 
charges, bath water, mouth wash 
solutions and liquid food wastes 
are placed in a container and cov- 
ered with a saturated solution of 
chlorinated lime. After standing 
in this solution for one hour, these 
wastes are disposed of in the util- 
ity room hopper. 

Contact isolation is employed in 
those cases in which there is no 


danger of droplet infection or of, 


transmission by stool or urine but 
in which the infectious agent is 
present on the surface of the body. 
Contact isolation differs from res- 
piratory isolation only in that a 
mask need not be worn and in- 
testinal discharges or urine need 
no special disposal. Soiled surgical 
dressings should be wrapped in 
paper and discarded. 


If nurses and physicians carry © 


out proper isolation technique and 
wash their hands thoroughly after 
examining and caring for the pa- 
tient, rubber gloves need not be 
used routinely, even in the case of 
patients with gonorrhea or dark- 
field positive syphilitic lesions. 

At the discretion of the physi- 
cian in charge, a patient who has 
passed the most contagious stage 
of his illness or whose disease is 
relatively noninfectious may be 
placed on general isolation in or- 
der to expedite nursing care. When 
possible the nurse will care for 
such patients as a group before she 
goes to the patient on individual 
isolation. Gowns need not be worn 
in these cases, and the patient is 
treated as on a general ward, with 
the following exceptions: 

1. A mask is worn whenever the 
patient’s room is entered, provided 
the patient is on respiratory isola- 
tion, but the same mask may be 
worn for all cases in the unit on 
general isolation. 

2. The hands are washed thor- 
oughly in the usual manner after 
the nurse leaves the patient’s 
room. 

3. The mask is removed after’ 
the nurse washes in the last pa- 
tient’s room. 

When notified by the admitting 
office that a new patient is to be 
admitted, the nurse prepares the 
bed and receives the patient with 
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her mask and gown on. In listing 
the clothing, she uses a piece of 
scratch paper, which she carries 
to the desk in a paper towel. She 
drapes the clothes with a sheet or 
paper bag before she takes them to 
the clothes room, where they will 
be hung apart from other clothes. 
She puts the valuables in an en- 
velope, which she takes to the 
cashier, and she retains the “pink 
slip” in her locked drawer. Pa- 
tients are not to be weighed on 
admission unless the doctor leaves 
a written note. 

The admitting office is informed 
of the presence of a contagious 
disease by the “on isolation” slip 
sent by the nurse. This office then 
notifies the health department. 

Before discharge, patients no 
longer in bed have a tub bath. 


‘They do not then return to their 


rooms but dress in the tubroom. 
Full isolation precautions are car- 
ried out when a patient is given 
a discharge bath, whether it is in 
bed or in the tub. 

In caring for the room on the 
discharge of a patient, the nurse 
wears a gown and mask while 
stripping the room. She removes 
all linens, including the curtains, 
destroys the remaining paper tow- 
els and empties the salt and pepper 
shakers and bath powder and lo- 
tion. All containers are washed in 
soap and water and boiled 10 
minutes. 

After the linen is placed in the 
laundry hamper, the nurse re- 
moves her gown and mask and 
puts on a clean gown. She then 
brushes the mattress with a 2 per 
cent cresol solution and washes all 
furniture with a 2 per cent cresol 
soap solution. The window sills, 


shelf, basin and radiator are 
washed with soap and water. The 
blinds are brushed off thoroughly, 
and both sides of the door and 
pane are washed. 

When a patient dies, the body is 
cared for by a nurse, and isola- 
tion precautions are observed. The 
stretcher is prepared—as always 
when a person having a communi- 
cable disease is to be carried on it 
—with a blanket or sheet. The 
nurse and attendant carry a clean 
gown to the morgue to wear when 
the deceased patient is transferred 
to the morgue box. The isolation 
gown is removed and put on the 
stretcher with the contaminated 
sheet. The nurse takes two paper 
towels, keeping them clean, which 
she uses to open the elevator doors 
on returning to the ward. She dis- 
cards the contaminated linen into 
the isolation hamper, washes her 
hands and puts the stretcher away. 

In the serving of meals, paper 
dishes are used, and trays are cov- 
ered with a paper napkin. The 
trays are placed on the treatment 
table outside the patient’s room by 
the dietitian or attendant. 

After the patient has eaten his 
meal, the salt and pepper shakers 
are removed from the tray, and 
the liquid portions of the meal are 
discharged in the hopper. The re- 
maining portions of food, along 
with the paper dishes, are wrapped 
in paper and discarded in the 
refuse container.’ The trays are 
washed with a 2 per cent cresol 
solution, and the silverware and 
glassware are washed over the 
hopper under running water, 
placed in a small sterilizer and 
boiled 10 minutes. 

An intern is always notified 





ONE - BED ONE BED 


ROOM 





SERVICE 
ROOM 


ONE- BED 
ROOM 





[| STERIL LER 


O WOPrER 


CRITICAL 
ROOM 


S/NK 
UTILITY — 


ROOM 

















nal 
- 


FOUR-BED AND two-bed rooms were rearranged for this isolation unit at Barnes Hospital. 
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LARGE WINDOWS and two-way communication set between patient's room and 
nurses’ station enable patient and visitor to see each other and converse safely. 


when a patient on individual iso- 
lation is ordered to leave the unit, 
and he must sign an order to that 
effect. He specifies whether the pa- 
tient is to go on a stretcher or in a 
wheel chair. A mask is put on the 
patient, and those portions of the 
bed that are to be handled enroute 
are wiped with 2 per cent cresol. 
The nurse accompanying the pa- 
tient need not. wear a gown or 
mask unless the patient is handled. 
If the patient is to go to the oper- 
ating room, the medical resident 
must be notified. He confers with 
the resident on surgery and in- 
structs the nurses as to the proce- 
dure to be followed. 

In the case of intravenous and 
subcutaneous fluids, the parenteral 
fluid sets should be sent back to 
the solution room wrapped in pa- 
per and marked “isolated.” 

Letters written by patients are 
cared for according to the type of 
isolation. If the patient is in gen- 
eral isolation, letters may be sent 
out and mailed directly without 
sterilization. If the isolation is res- 
piratory or intestinal, a lead pen- 
cil must be used. The letter is 
placed in a small paper bag and 
sent to the general sterilizing room 
to be autoclaved. On its return the 
nurse places it in a clean envelope, 
which she addresses and stamps. 
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Magazines and books are to be 
burned whenever possible. If any 
books are to be taken out, the pa- 
tient is instructed to heat them in 
an oven. 

Unless they are critically ill, iso- 
lated patients may not have visi- 
tors. When visitors are allowed, 
full precautions must be observed, 
under the constant supervision of 
the nurse, and the time must be 
limited to 10 minutes. 

Obviously, the exclusion of all 


visitors, relatives and others is es- 


sential if the spread of infection 
is to be avoided. In accordance 
with this principle, the doors of 
the rooms in the isolation unit 
must be kept closed at all times. 
The nurse’s station is arranged so 
that relatives or other visitors may 
see and communicate with the pa- 
tient. The doors to the patients’ 
rooms are 48 inches wide, and the 
windows are large so that the pa- 
tient and the visitor may see each 
other. In addition, there is a two- 
way communication set hetween 
the patient and the combination 
nurse’s and visitor’s station. 
Diseases admitted to the isola- 
tion unit of Barnes Hospital are: 
Atypical pneumonia, chancroid, 
amoebic dysentery, encephalitis, 
erysepelas, food infections, gonor- 
rhea, influenza, leprosy, malaria, 


mycosis of the lungs, puerperal 
sepsis, septic sore throat, strepto- 
coccal pneumonia, syphilis (open 
lesions), tuberculosis (active pul- 
monary or nasopharyngeal) and 
tularemia (pulmonary). The fol- 
lowing diseases are hospitalized 
only in the isolation unit: Chicken- 
pox, cholera, diphtheria, bacillary 
dysentery, measles, meningococcal 
meningitis, mumps, plague, polio- 
myelitis, psittacosis, rabies, rubel- 
la, scarlet fever, smallpox, typhoid 
and parathyphoid fever and 


.whooping cough. 


Patients in.the acute stage of 
poliomyelitis must be kept in the 
isolation rooms under respiratory 
and intestinal isolation for two 
weeks after the onset of the dis- 
ease. At the end of this time, if 
they have had at least one week 
of normal temperature, they may 
be removed to other parts of the 
hospital, where intestinal isolation 
must be maintained for an addi- 
tional week. 

Isolation precautions shall be 
uniform throughout the hospital, 
with the following exceptions, 
which depend upon local condi- 
tions: 

1. Gowns may be reused only if 
the supply is not sufficient to meet 
the demands. 

2. In areas where running water 
is not available, basins containing 
a suitable antiseptic may be used 
for handwashing. 

3. Patients outside the isolation 
unit may have visitors if the vis- 
itors observe isolation precautions, 
if only two visitors enter the room 
at a time and stay no longer than 
a half hour, if the type of isolation 
is intestinal or contact and if a 
special permit slip for visiting is 
obtained. 

These units serve a_ valuable 
purpose in the training of nurses, 
technicians, medical students, in- 
terns and medical staff in the diag- 
nosis and treatment of communi- 
cable diseases. Where research is 
conducted, it makes possible the 
conjunction of pure or applied re- 
search with clinical research in 


‘this disease area. In addition, it 


makes unnecessary the affiliation 
of medical students, student nurs- 
es and interns with an isolation 
hospital. In fact, it makes obsolete 
the special communicable disease 
cr isolation hospital. 
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LICENSING OF ADMINISTRATORS 


How state registration is 


INNESOTA HAS been register- 
M ing hospital administrators 
since July 1, 1947. On that date a 
new law went into effect that 
made it illegal for any person to” 
serve as the superintendent or ad- 
ministrative head of a_ licensed 
hospital or sanatorium unless he 
was first registered with the State 
Board of Health. 

This was the first law of its kind 
in the country. It differs in several 
important respects from laws reg- 
ulating other professions and oc- 
cupations. There is no educational 
requirement as such, although 
graduation from a course in hos- 
pital administration is an alter- 
native requirement to the two 
years of hospital experience nec- 
essary for registration. The ex- 
perience accepted is that obtained 
“on the job,” rather than experi- 
ence in an apprenticeship. Unlike 
the majority of regulatory laws, 
this one makes no provision for 
examinations. Finally, the law reg- 
ulates not only the individual 
practicing, but also, by implication, 
the institution in which the prac- 
tice is carried on. 

This provision is probably one 
of several reasons for making the 
Minnesota State Board of Health, 
rather than a special board, the 
administrative agency. The state 
department of health already was 
administering a licensing law cov- 
ering all hospitals and related in- 
stitutions. The program for reg- 
istering hospital administrators is 
carried out in conjunction with 
this program. There are several 
advantages in doing this. Through 
field workers’ visits, reports, cor- 
respondence, and office interviews, 
the hospital licensing staff is in 
close touch with institutions. Its 
workers know of administrative 
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vacancies even before they occur 
and are in a position to tell hos- 
pital boards and prospective ad- 
ministrators about the necessity of 
having the new _ superintendent 
registered. From an enforcement 
standpoint, contact with hospital 
boards is especially important. 
Smooth working of the program 
depends largely on the cooperation 
of hospital governing bodies. 

In administering the law there 
have been some difficult problems, 
but there have also been achieve- 
ments. The program has pointed 
up weaknesses in hospital organi- 
zation and in the preparation of 
administrators, notably in the 
smaller institutions. From it also 
have come some suggestions for 
improving the quality of adminis- 
tration. For these reasons, a re- 
view of the program may be of 
value to other states contemplat- 
ing similar legislation. 


ADVISORY BOARD 


In carrying out the program, the 
Minnesota Department of Health 
is assisted by an advisory board 
consisting of five members. These 
members represent the Minnesota 
Hospital Association, the Minne- 
sota State Medical Association, and 
the course in hospital administra- 
tion of the University of Minne- 
sota. By law the hospital associa- 
tion representatives must include 
the administrator of a_ hospital 
located outside a city of the first 
class, the administrator of a state, 
county, or municipal hospital, and 
a hospital administrator selected 
at large. Under the law, the direc- 
tor of the course in hospital admin- 
istration may be represented by 
his alternate, but in practice it has 
been customary for both director 


working 


and alternate to attend all meet- 
ings. Recently, at the suggestion 
of the Minnesota Hospital Associa- 
tion, its executive secretary also 
was invited to attend as a non- 
voting member. Although the law 
does not provide for representation 
from the nurses’ association, the 
membership of the board has gen- 
erally included a registered nurse. 
This is important in view of the 
large number of nurse-adminis- 
trators. 


EXAMINES APPLICATIONS 


The department has been for- 
tunate in having an extremely ac- 
tive advisory board. In the nearly 
three years the program has been 
in effect, the board has held 16 
meetings. Besides assisting in the 
establishment of regulations and 
advising on administrative proce- 
dures, the advisory board, at the 
request of the state board of 
health, also has served as an exam- 
ining board, reviewing all appli- 
cations for registration. 

In setting up a program to en- 
force a new law, especially a law 
for which there is no precedent, 
questions of interpretation almost 
invariably arise. One of the first 
problems was that of determining 
which institutions must have reg- 
istered administrators. The regis- 
tration law is quite explicit in re- 
quiring registration for heads of 
‘hospitals and sanatoriums li- 
censed under the hospital licensing 
law,” but the latter covers mater- 
nity homes and chronic and con- 
valescent homes as well as hospi- 
tals. Although institutions had 
been classified in issuing licenses, 
there were some institutions that 
it now appeared should not have 
been classified as “hospitals.” The 


65 





distinction between chronic dis- 
ease hospitals and large nursing 
homes, for instance, is not clear. 
With the enactment of the hospital 
superintendent registration law, it 
became increasingly important to 
differentiate clearly between hos- 
pitals and homes. It also was nec- 
essary to distinguish between hos- 
pitals and infirmary departments 
of educational, domiciliary, or cus- 
todial institutions. 


CLASSIFICATION OF HOSPITALS 


Since classification was impor- 
tant also for the hospital licensing 
program and for developing the 
state plan under the Hospital Sur- 
vey and Construction Act, joint 
meetings were held with the ad- 
visory board for the hospital li- 
censing law. The two. boards 
helped develop a definition of 
“hospital.” Field workers in the 
licensing program then made a 
detailed study of services and fa- 
cilities of borderline institutions. 
Of 509 institutions active in Min- 
nesota at the end of last year, 236 
now are classified and licensed as 
“hospitals.” This number includes 
24 institutions owned and oper- 
ated by physicians. Since the law 
exempts from registration a phy- 
sician who both operates and owns 
a hospital, this means that there 
are 212 hospitals for which the 
administrator must be registered. 

It also became necessary early 
in the program to define the term 
“superintendent or administrative 
head.” It appeared from the law 
that this meant the person in 
charge. In some hospitals, how- 
ever, there was a question as to 
just who was the executive officer. 
Titles were of little help. The 
“business manager” would be in 
full charge in one institution; in 
another, he might be a subordinate 
officer. Even the title “superin- 
tendent” did not guarantee that 
such a person was the actual ad- 
ministrator. Since the law auto- 
matically included any person 
actually engaged as the adminis- 
trative head on July 1, 1947, it was 
important that the department 
have correct information on this 
point. 

It was decided to place on the 
hospital board the responsibility 
for determining the person to be 
registered. In doubtful cases the 
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application blank was sent to the 
president of the board with the 
request that it be given to the 
person in charge of the hospital. 
It then developed that hospital 
boards themselves were occasion- 
ally in doubt as to just who was 
in charge. In several instances, 
they appealed to the department 
of health for assistance in making 
this decision. 

To assist hospital boards in set- 
ting up the position of “adminis- 
trator,” the department developed 
a definition of the term “hospital 
administrator,’ which included a 
list of typical functions of that 
position to be used as a guide. 
Among these functions were: (1) 
The submitting of reports to the 
governing board with interpreta- 
tion and recommendations as nec- 
essary, (2) direction of finances 
with establishment of methods of 
control of all operating income and 
expenses, (3) the plan for organ- 
ization, (4) formulation of rules 
and regulations and employment 
of personnel, and (5) the mainte- 
nance of contact with hospital or- 
ganizations and of sound relation- 
ships with community agencies 
and the general public. 


REGISTRATION REQUIREMENTS 


The most important problem, 
and the most difficult was that of 
defining the administrative exper- 
ience required for registration. 
Under the law, the applicant “shall 


have had at least two years ex- 


perience in an administrative po- 
sition in a hospital,” or shall “have 
completed a course in hospital ad- 
ministration ‘that included at least 
one year internship.” It was obvi- 
ous that, in all but a negligible 
number of cases, applicants for 
some time to come must be judged 
on the basis of experience rather 
than training. It was equally obvi- 
ous that “experience in an admin- 
istrative position” could not be 
construed to mean experience at 
the head of a hospital organization. 

The difficulty in establishing a 
definition of hospital experience 
will be appreciated if it is borne 
in mind that Minnesota is a rural 
state with few large cities. In com- 
munities other than Minneapolis, 
St. Paul, Rochester and Duluth, 
hospitals are for the most part 
very small. Of the 236 institutions 


classified as hospitals, for instance, 
135 (more than half) have fewer 
than 40 beds. Previous experience 
in the hospital licensing program 
indicated that vacancies would oc- 
cur most frequently in the smaller 
hospitals and that it would be nec- 
essary to give special consideration 
to their needs. 


LEVELS OF EXPERIENCE 


A definition was first evolved 
that recognized for registration 
purposes two levels of administra- 
tive experience, depending upon 
whether the ‘hospital had fewer 
than 40 beds or 40 or more beds. 
This definition was adopted as an 
administrative policy for the first 
two years of the program. To give 
full legal effect to a policy or rul- 
ing in Minnesota, however, it is 
necessary to promulgate it in the 
form of a regulation following 
public hearing and after approval 
by the attorney general. There was 
a question as to whether the law 
would permit limiting the practice 
of an individual after he was once 
registered. For this reason it was 
decided to develop a single, stand- 
ard definition and, again after 
many hours of consideration, the 
present definition was established. 
This was given a public hearing, 
and on August 27, 1949, it became 
effective as a state board of health 
regulation “having the force of 
law.” 

The definition now employed 
requires “two years of hospital 
experience in one or more duly 
established positions requiring a 
knowledge of hospital procedure 
and techniques, and the exercise 
of independent judgment, super- 
vision of other personnel, program 
planning, and formulation of poli- 
cies.” This definition admittedly 
sets too low a standard to have 
much meaning for large hospitals, 
although even in this group several 
applicants were found who could 
not be registered. This definition, 
however, does assure for the small 
hospital an administrator who has 
had some experience beyond that 
obtained in general duty as a nurse 
or in a purely clerical position in 
the hospital. 

During the first two and one-half 
years, 316 persons applied for reg- 
istration. Of this number, 12 were 
cancelled or disapproved. Although 
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Put the Safti in 
Cutter Saftiflask Solutions 


Before the filling of each Saftiflask—and after it 
has been vacuum-sealed, labeled and cartoned— 
every lot of solutions is checked and tested by 
chemists, bacteriologists, biochemists, and phar- 
macologists. 


Cutter Laboratories uses these seven basic series 
of tests to assure safe, sterile, pyrogen-free Safti- 
flask solutions: 


1. First chemical tests— qualitative and quantitative, be- 
fore mixing and before bottling. 





2. Second chemical tests— analysis of 1st bottle in each lot 
to recheck purity and accuracy to formula. 





3. Third chemical tests—final assays, after sterilization, to 
verify purity, identity, concentration. 





4, Pyrogen tests—typical samples from each lot injected 
into rabbits. 

5. Sterility tests—culture tubes innoculated with samples 
from each sterilizer lot. 

6. Visual tests—every Saftiflask checked for particulate 
matter. 


7. Control tests—bottles from each lot held 18 months, 
checked at intervals. 


If a lot fails any of the first six tests—that lot is destroyed. 
If it passes, Cutter technicians are watching it on tests No.7 
—to be sure that as long as any part of a lot may remain ona 
hospital shelf, nothing develops that makes it unsafe. 





Order... 
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the number disapproved has been 
small, it is believed that the law 
has had a deterrent effect not re- 
flected in the statistics. For in- 
stance, there have been a number 
of individuals who have made in- 
quiry as to their eligibility, but 
who have not had the requisite 
experience. When advised of re- 
quirements they either have given 
up the idea or have proceeded to 
obtain the further experience 
necessary. If there is any question 
as to the eligibility of an individ- 
ual, the matter is brought to the 
attention of the advisory board. In 
six instances, it has been deemed 
desirable to give the applicant op- 
portunity to present further details, 
and arrangements have been made 
allowing him an informal hearing 
with the board. 


RESPONSE TO LAW 


On the whole, both hospital gov- 
erning boards and administrators 
have responded well to the new 
law. This does not mean, however, 
that applications have automati- 
cally appeared in the health de- 
partment office. It has taken con- 
siderable correspondence and 
many individual conferences to ac- 
quaint hospital boards and hospital 
administrators with the require- 
ments and to secure the necessary 
applications. Changes in personnel 
and the difficulty of securing quali- 
fied administrators have made it 
seemingly impossible for some 
boards to fill vacancies as soon as 
they occur with eligible persons. 

The registration program has 
pointed up the high rate of turn- 
over in hospital administration. In 
a little more than two years, 81 
of 236 hospitals have changed su- 
perintendents, and in 16 of these 
institutions there have been at 
least three different administrative 
heads. Not all the replacements 
were new candidates for registra- 
tion. In many instances the new 
administrator was a person already 
registered, as, for example, in hos- 
pitals operated by nuns where ro- 
tation of personnel is the rule. In 
a considerable number of hospitals, 
however, filling the vacancy meant 
bringing a new person into the 
administrative field. 

It has been particularly difficult 
for governing boards of small hos- 
pitals to secure qualified adminis- 
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trators, since the majority of these 
institutions want a nurse-adminis- 
trator who will serve also as the 
head nurse. There are not nearly 
enough nurses available who have 
the personal qualifications or who 
have had the type of training or 
experience necessary for this diffi- 
cult job. They know little of the 
business side of the hospital and 
have not had the background nec- 
essary to “plan, direct, and organ- 
ize” in areas other than that of the 
nursing service. Many nurses feel 
this lack-of training and are there- 
fore reluctant to enter the field. 
Several nurse-superintendents 
have given up their positions for 
this reason. 

The difficulty of the position also 
deters some potentially well quali- 
fied administrators from going into 
small hospitals. The status of the 
nurse-administrator may not be 
well defined, or she may be re- 
quired to perform many duties in 
addition to her administrative re- 
sponsibilities. Facilities in a large 
number of the existing hospitals 
are poor, and help is difficult to 
obtain. Even the prospect of re- 
placement with new buildings is 
not sufficient inducement to attract 
administrators. Some of the new 
hospitals under construction are 
seriously concerned about the 
small number of applicants, and 
their boards have appealed to the 
health department for help in find- 
ing administrators. 


LACK OF UNDERSTANDING 


As has been indicated, some of 
the difficulties may be traced to a 
lack of understanding by hospital 
boards as to the duties and respon- 
sibilities of a hospital administra- 
tor and to their failure to give the 
support and assistance needed. This 
is not surprising in view of the 
number of new boards created 
during recent years. In Minnesota 
alone, 18 hospitals have opened or 
reopened and 18 hospitals have 
changed hands within a five-year 
period. Almost all of these changes 
in ownership are transfers from 
physicians to municipalities or non- 
profit associations, including orders 
of nuns. The new boards, in many 
instances, are just beginning to 
appreciate the fact that hospital 
administration includes something 
more than directing the nursing 












care of patients and perhaps sery- 
ing as anesthetist or x-ray tech- 
nician. 

It is obvious that, even with a 
functioning hospital board on the 
one hand and a supply of qualified 
administrators on the other, there 
must be some mechanism for 
bringing vacancies and prospective 
administrators together. An in- 
creasing number of requests for 
assistance are being received by 
the health department both from 
hospital boards desiring personnel 
and from persons seeking positions, 
For reasons that will be readily 
understood, the health department 
cannot engage in placement work 
but refers these requests to the 
Minnesota Hospital Association. 


PROPOSED COURSE 


There appears to be general 
agreement as to the need for 
strengthening small hospital ad- 
ministration, and several courses 
of action have been proposed. It 
has been suggested that in addition 
to the excellent institutes and sim- 
ilar programs now being conducted 
by the American Hospital Associa- 
tion and the Minnesota Hospital 
Association, some provision should 
be made for a regular course of 
instruction or apprenticeship on 
the undergraduate level. The pro- 
posed course would give prospec- 
tive small hospital superintend- 
ents, as well as persons on the job, 
some of the fundamentals of busi- 
ness administration and relation- 
ships with boards, medical staffs, 
and communities that they now 
learn through long and sometimes 
bitter experience. It is not incon- 
ceivable that, in time, the com- 
pletion of a course or serving of 
an apprenticeship might be made 
a condition of employment or of 
state registration. 

The Minnesota Department of 
Health also believes that hospital 
governing bodies, especially in 
rural areas, need greater aware- 
ness of the implications of good 
hospital administration. One of the 
best ways of reaching them is 
through small group conferences 
in the field. It is also believed that 
hospitals will need to give more 
thought to preparing persons I 
their own organizations to step 
into administrative positions when 
incumbents leave. 
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More output at a lower cost with 


an employee incentive plan 


JOHN F. KENNEY 


ITH THE ADVENT of the 40- 

hour work week and a pos- 
sible 75 cents an hour minimum 
wage, it is not impossible that in- 
centive systems will play an im- 
portant part in the future operation 
of hospital laundries. 

Industry has used various forms 
of incentives for many years, with 
excellent results for both manage- 
ment and labor. It should not be 
considered unorthodox to apply 
them wherever possible in hospital 
administration. 

The laundry manager who con- 
templates installing a bonus or 
incentive system in his laundry 
has a choice of the following 
methods: 

1. An entire plant bonus system, 
using productive and nonproduc- 
tive hours and pounds. 

2. An entire plant bonus system, 
using productive and nonproduc- 
tive hours and pieces. 

3. A group bonus system, using 
pounds per operator hour in each 
productive department. 

4. An individual bonus system, 
using a straight piecework basis 
(particularly with press operators 
or hand ironers). 

If any one of the first three sys- 
tems is considered, it is important 
to discuss fully all aspects of. the 
change before proceeding. Super- 
visors, key employees and others 
who would be affected should give 
their wholehearted approval be- 
fore any action is taken. Questions 
are in order before—not after— 
such an installation has been made. 
Once it has been installed, the 
system should be permanent, or 





Mr. Kenney is now serving his third 
year as a member of the Association’s 
Laundry Management Committee and is 
one of the authors of the ‘‘Hospital Laun- 
dry Manual of Operation.” 
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else it should be improved upon to 
the benefit of the employees. 

The fourth system, where 
bonuses are paid on an individual 
piecework basis, has proven its 
worth in commercial laundries be- 
yond question, but there must be 
adequate supervision at all times 
to ‘maintain a high standard of 
quality. 

A good illustration of the use- 
fulness of an incentive plan is ap- 
parent in the ‘case history of a 
hospital that installed a group 
bonus plan during World War II. 
This hospital’s plan is based on 
pounds produced per operator 
hour and has brought excellent 
results. 


FOUR UNITS 


In this incentive system, produc- 
tion is divided into four distinct 
units: 

1. Classifying of soiled linen 
(patient care linen only). 

2. Washing, extracting and dry- 
ing (patient care, staff, and serv- 
ice department linens). 

3. Flatwork ironing (patient 
care linen). 

4. Fluff dry inspecting and fold- 
ing (patient care linen). 

Prewar production figures were 
used as a basis for setting up the 
system, since, generally speaking, 
laundry production in 1942 was at 
an all-time low, due to low wages, 
long hours, poor working condi- 
tions and low grade employees. 

Wherever possible, prospects of 
future changes were taken into 
consideration, such as: 

1. Easier and faster classifying 
methods. 

2. A reduction of the handling 
required for transportation of linen. 








3. The installation of aut: matic 
and semi-automatic machin« vy, 

4. The elimination of. pre-shak- 
ing in the flatwork ironing depart- 
ment. 

5. The elimination of stacking 
and counting for certain clean 
linen items. 

6. The installation of new type 
carriers for sorting clean linen, 

Production standards per opera- 
tor hour have been set as follows: 


Department Standard Bonus* 
Classifying ...... 319 lbs. 20 Ibs, 
Washing, ex- 

tracting, 

arying.-:....-.. .. 249 Ibs. 15 lbs, 
Flatwork 

ironing ........ 44 lbs. 3 Ibs. 
Fluff dry 

inspecting 

and folding... 89 lbs. 6 lbs. 


*Paid on pound basis over and above stand- 
ard. 


To eliminate the possibility of 
employee dissatisfaction with the 
production figures posted each day, 
it has been found helpful to have 
all floor scales in such a place that 
the employees can see the loads 
being weighed. While this may 
seem like a small detail, it might 
be enough to spell the difference 
between success and failure witha 
bonus system that operates on the 
pound principle. 

In order to maintain the interest 
of the employees, the previous 
day’s production is always posted 
on a blackboard by 10 a.m. each 
day. 

This blackboard contains the fol- 
lowing data: 

1. Name of the department. 

2. Total production hours. ~ 

3. Total number of production 
employees. 

4. Total production pounds per 
day. 

5. Day of week. 

6. Average daily pounds per op- 


erator per hour. 


7. Average pounds per operator 
per hour for the week. 

8. Last week’s average. 

While total pounds produced and 
total production hours are posted 
each day, special pains are taken 
to explain to employees that the 
week’s cumulative pounds and 


hours are used to determine the 
final average pounds per operato!- 
hour figure. 

Also, it was found best to post 
the set standards and the progres- 
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sive bonus rates in each unit so 
that employees can refer to them 
whenever they desire. 

Plant or machinery shutdowns 
that make the employee idle are 
not considered as a charge against 
production hours. 


GOOD EQUIPMENT NEEDED 


In a plant where an incentive 
system is in operation, it is im- 
perative that the equipment and 
machinery be good and that .it 
be placed so that walking be- 
tween operations is reduced to a 
minimum. 

Automatic or semi-automatic 
machinery generally will be wel- 
comed by employees working un- 
der an incentive system. The 
“bonus employee” seldom has an 
uncooperative attitude, since he 
knows that every time production 
increases per operator-hour he will 
automatically receive an increase 
in wages. This creates a healthy 
attitude toward the necessary 
physical changes in hospital laun- 
dries and paves the way for in- 
creased wages and lower over-all 
costs. 

When there is a basic hourly 
wage rate coupled with a bonus or 
incentive system, the relationship 
between the two should be ex- 
plained simply and clearly. Usually 
this can be covered in a few words, 
such as, “The basic hourly rate is 
a guarantee of a standard wage— 
the bonus is for extra effort and 
will be added to that standard.” 

Over a period of years, group 
bonus payments should increase 
from perhaps 5 per cent to more 
than 30 per cent of the basic hourly 
rate. This range obviously provides 
plenty of incentive, especially 
when it is coupled with the usual 
periodic increases resulting from 
promotions, good attendance, skill, 
effort and willingness on the part 
of the employee. 


PIECEWORK BONUS SYSTEM 


Bonuses for individual effort, on 
a straight piecework basis, are ex- 
ceptional in hospital laundries, but 
they may be used for employees 
doing presswork on wearing ap- 
parel. 

Setting a piecework price struc- 
ture on each garment entails 
checking innumerable details that 
must be correct before the em- 
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ployee is introduced to the system. 
A few samples are contained in 
the following list: 

1. Are new pressing machines 
going to be installed at any time 
in the near future that would dras- 
tically change production ratios 
and employee income? 

2. Are garment specifications go- 
ing to be simplified to the point 
where piecework prices may have 
to be re-rated? 

3. Will press operators have to 
sort their own damp work and fold 
the finished product? 

4. What rates should be set on 
garments to be pressed, and how 
should these rates be determined? 

If the answer to the first two 
questions is yes, then care must be 
exercised in making time studies, 
since what might be a fair rate for 
the present might lead the laun- 
dry manager into difficulty in the 
future. 

The answer to the third question 
should be no. Operators should be 
supplied with garments and should 


_be required only to place them on 


hangers for the inspector to exam- 
ine after they have been finished. 

Answers to the fourth question. 
‘What should the rates be?” will 
always be debatable, but the fol- 
lowing is how one laundry achieved 
fairly good results. 


ONE METHOD 


Three skillful operators were 
selgcted for study who were being 


- paid fair hourly rates. end their 


nroduction on piecework was care- 
fully tabulated over a period of 
time. 

It was found that their produc- 
tion fell into a pattern that made 
it comparatively easy to compute 
the future piece price on most 
items. 

Operator No. 1, listed as the best 
producer because of her natural 
speed and utilization of press lays, 
was. finishing 48 pieces per hour. 

Operator No. 2, considered the 
next best producer, was finishing 
40 pieces per hour. 

Operator No. 3, considered a 
better than average operator, was 
finishing 40 pieces per hour. 

Time studies then were extended 
on these and the rest of the opera- 
tors for a period of weeks before 
a final decision was made. 

Following this the rate change 









was made, and the followin: re- 
sults have been noted: 

Operator No. 1, on a piecework 
incentive system, has boosted her 
output so that now she is procegs- 
ing 60 simple lay items an hour, 
at two cents each. 

Operator No. 2 averages 55 
pieces an hour at two cents each, 

Operator No. 3 averages 50 
pieces an hour at two cents each, 

In comparison, it is known that 
an average operator being paid 75 
cents an hour is producing only 25 
simple lay pieces per hour. Press- 
ing cost for her labor, therefore, 
is three cents a piece, 50 per cent 
more than it would cost on the 
straight piecework basis. 


RECORD SHOULD BE SIMPLE 


The pieceworker’s record of pro- 
duction should be kept by the 
inspector, folder and checker in 
the average-sized hospital laundry. 
The record used should be as sim- 
ple as possible, to avoid confusing 
the employees. It also should keep 
them informed from hour to hour 
as to their production in dollars 
and cents. 

A card listing the average pieces 
being processed and containing a 
list of figures from 1 to 60 should 
serve to keep such a record. 

In ordinary routine the inspec- 
tor examines pieces finished by 
the press operator and if they are 
satisfactory punches the piecework 
card in the proper space opposite 
prices, which are printed on the 
outer spaces of the card. 

Prices can be adjusted according 
to locale or quality of available 
employees, but once prices have 
been posted, they should be hon- 
ored or bettered. 

It is almost certain that the ini- 
tial installation of any system that 
tends to speed up the employees’ 
production over and above what 
they would normally produce will 
bring forth criticism. 

This criticism is normal and is 
to be expected by the laundry 
manager until the employees get 
accustomed to the system. 

A planned educational program 
should be installed that will con- 
stantly assure and reassure the 
employees on piece or other incen- 
tive work that their earnings will 
always increase, but never de 
crease below the current figures. 
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Cost accounting 

RECENT CORRESPONDENCE from 
the Metropolitan Institutional 
Laundry Managers Association 
(New York City) indicates that at 
the March meeting of this group, 
efforts were begun toward a uni- 
form system of cost accounting for 
institutional laundries. Their con- 
tribution should be welcome. 

One of the most frequent com- 
plaints heard from hospital laun- 
dry managers is that they have no 
way of comparing their laundering 
costs with those of other institu- 
tions. Institutional laundry cost 
accounting, where it exists, is far 
from standardized. 

Institutional laundries have a 
very special problem, of course, 
that is not shared by their com- 
mercial brothers. That is the prob- 
lem of interrelationship with other 
departments—or, more simply, just 
what costs should be attributed to 
whom. 

Andrew Mezei, laundry man- 
ager of Mount Sinai Hospital in 
New York and vice president of 
M.1.L.M.A., reports that the March 
meeting of the metropolitan laun- 
dry managers was arranged for 
“the specific purpose of standard- 
izing an accounting system to be 
useful to... institutional laun- 
dry managers.” 

A panel of five accounting ex- 
perts met and discussed the prob- 
lem with the group (see photo- 
graph). In addition to the panel 
members, there were five hospital 
administrators and 14 comptrollers 
who attended with their institu- 
tions’ laundry managers. 

Arthur F. Hornickel, laundry 
manager of the Roosevelt Hospital 
and president of the association, 
acted as moderator. After two in- 
troductory speeches, the panel 
members were presented and the 
discussion was opened. “The panel 
was ... immediately bombarded 
with questions.” There followed 
“two solid hours of pros and cons, 
ayes and nays, pounds versus piec- 
es, labor, depreciation, supplies, 
linen replacements, and adminis- 
trative overhead.” 
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Mr. Mezei added that, from. in- 
formation gathered at this meet- 
ing, M.I.L.M.A. will present for 
approval by the members in April 
a standardized accounting system 
applicable to all managers of in- 
stitutional laundries. “The. result- 
ing form will then be distributed 
for use to all the institutional laun- 
dry managers in the country.” 

It is hoped that this work will 
provide a valuable supplement to 
a project now underway in the 
American Hospital Association. 
The Association has already pub- 
lished the first of four sections of 
a hospital accounting handbook. 
The initial section deals with “Uni- 
form Hospital Statistics and Clas- 
sification of Accounts.” In one of 
the later sections, the problem of 
departmental cost accounting (in- 
cluding the laundry) will be dis- 
cussed in detail. 


Removing rust from linen 


A question that appeared many 


times in the recently returned: 


laundry management question- 

naires was: “What is a good way 

to get rust stains out of linen?” 
Ordinarily, the laundry mana- 





ger will find that rust stains can 
be removed easily by use of rust 
removing sours. These sours con- 
tain ammonium bifluoride or sodi- 
um bifluoride. In addition to rust 
removing sours, special rusi re- 
moving compounds are available 
to the laundry manager under 
brand names. If neither of these 
two types are available, a solution 
of oxalic acid may be used. This 
is an excellent rust remover, but 
is harmful to fabrics unless all 
traces of the compound are re- 
moved afterward. 

More detailed information on 
this subject will be found in the 
Association’s laundry manual. 


Manual for planning 


At the annual meeting of the 
Association’s Laundry Manage- 
ment Committee in Chicago on 
March 31, tentative plans were 
drawn up for another new manual 
to guide hospital administrators 
and laundry managers. 

This manual will be directed 
specifically toward the hospital ad- 
ministrator who would like to 
know, first, if a laundry would be 
worthwhile, and second, how to 
set one up after a positive decision 
has been made. 

Plans thus far call for a detailed 
analysis of optimum equipment 
needs for laundries in various sizes 
of hospitals, supplemented by sug- 
gested floor plans for each group. 





THIS PANEL of five accounting experts met recently with New York laundry 


managers to discuss cost accounting. The occasion was a speci 
pared for the March meeting of New York's Metropolitan Insti 


al program pre 
tutional Laundry 


Managers Association. Panel members were (left to right): A. W. J. Beeney, comp 


troller of Roosevelt Hospital; Charles G. Roswell, assistant director an 
sultant on accounting for the United Hospital Fund; Aaron Sliffma 
instructor at the City College of New York; Harry Markowitz, assis 


d con- 
n, accounting 
tant director 


of Mount Sinai Hospital, and Samuel Romanoff, comptroller of Beth Israel Hospital. 
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SPITALS 


A report on the centralization of 


maintenance and housekeeping 


ROY HUDENBURG 


CCEPTANCE of the idea that 

maintenance and housekeep- 
ing activities should be centralized 
under one executive is growing but 
is by no means common to a major- 
ity of hospitals. 

Reports from 250 general hospi- 
tals of all sizes showed 119 an- 
swered “yes” and 118 answered 
“no” to the question, ‘As an ideal 
for a hospital of the size of yours, 
do you believe that all mainte- 
nance and cleaning should be cen- 
trally directed by one person?” 
Thirteen did not answer the ques- 
tion. For the same hospitals, how- 
ever, only 73 do centralize- this 
control. 

This information was gained in 
a survey which had as its purpose 
the securing of information on hos- 
pital practices in the supervision 
of cleaning and maintenance op- 
erations. The reporting hospitals 
have a total bed capacity of about 
47,500. The total of maintenance 
and housekeeping employees re- 
ported by these hospitals was 11,- 
941, or the equivalent of 25 for 
each 100 beds. In general the ratio 
of adequacy to inadequacy of staff- 
ing in these departments, as re- 
flected in the answers, was 20 to 1. 

A preliminary report on this 
survey, covering hospitals ranging 
up to 200 beds in capacity, was 
carried in the January issue of 
Hospirats. 


LARGE HOSPITALS 


The tendency to centralize main- 
tenance and housekeeping control 
is less pronounced in the hospitals 
of more than 200 beds than in the 

Mr. Hudenburg is secretary of the Coun- 


cil on Hospital Plannin 
spit g and Plant Oper- 
ation, A-serican Hospital Association.” 
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smaller hospitals. Forty-two large 
hospitals reported that they do not 
favor centralized control as com- 
pared with 23 which do. Of these 
23 large hospitals favoring cen- 
tralized control, 10 would central- 
ize control in the executive house- 
keeper, nine in a maintenance 
superintendent, and four in the 
chief engineer. 

At present, 56 of these larger 
hospitals employ maintenance su- 
perintendents. In eight hospitals: of 
200 beds or more the laundry man- 
ager is under the maintenance 
superintendent; in four, the house- 
keeper is under his supervision, 
and in 14, the chief engineer 
reports to the maintenance super- 
intendent. The maintenance super- 
intendent reports to the chief 
engineer in four of the larger re- 
porting hospitals, while in 42 he 
reports directly to the adminis- 
trator or the business office. 

Seventy-one hospitals of more 
than 200 beds reported on the 
supervision of wall washing ac- 


Safety and fire protection 


In response to the questions, “Who 
acts as safety supervisor?” and “Who 
acts as fire warden?” the following 
replies were noted for 250 general 
hospitals of all sizes: 


Safety Fire 
supervisor warden 
Fulltime person 8 ‘ij 
Nursing supervisor 1 
Administrator 28 
Engineer 66 
Business manager — 
Maintenance 
superintendent 25 
House man 4 
City 10 
Other 4 
None 58 
No reply 47 


tivities, with 43 delegating this 
responsibility to the housekeeper, 
18 to the maintenance superintend- 
ent, and eight to the chief engineer. 

Supervision of painting activi- 
ties in hospitals of more than 200 
beds was delegated to the main- 
tenance superintendent in 32 hos- 
pitals, to the chief engineer in 21, 
and to the housekeeper in 13. 

Window washing activities were 
under the direction of the house- 
keeper in 47 larger hospitals, the 
maintenance superintendent in 11 
hospitals and the chief engineer in 
eight hospitals. 

It is interesting to note that there 
has been very little recognition of 
the newer tendency to place linen 
distribution under the control of 
the laundry manager. This practice 
was reported by only seven of the 
reporting hospitals. Four of the 
larger hospitals placed the super- 
intendent of nurses in charge of 
linen distribution, while 46 tradi- 
tionally placed this responsibility 
with the housekeeper. The com- 
plete lack of any fixed pattern as 
to where control of elevator opera- 
tion shall be placed is significantly 
typified in these reports. Twenty- 
one large hospitals placed the 
maintenance superintendent in 
charge of elevator operators. In 16 
hospitals elevator operators are 
supervised by the chief engineer, 
and in 19 by the housekeeper. The 
business manager controls the ele- 
vator operators in only one report- 
ing hospital, and the administrator 
maintained direct supervision in 
only two of these hospitals of 200 
beds or more. 

The degree of attention being 
given to general safety and fire 
safety indicates a high degree of 
safety consciousness on the part 
of hospitals. Eight of the reporting 
general hospitals have fulltime 
safety supervisors and seven have 
fulltime fire wardens. Safety and 
fire protection responsibilities are 
shown in the accompanying table. 


ADEQUACY AND INADEQUACY 


In reporting on the staffing of 
the various departments, those an- 
swering the questionnaire were 
asked to indicate whether or not 
the number of employees in each 
category was adequate. The two 
categories in which the greatest 
feeling of inadequacy was indicated 
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Supervision of operations 


In the survey returns for general hospitals of all sizes, these figures were reported in answer to the 


question, “Who supervises the following operations?” 






Chief 

engineer 
Wall washing .............. 19 
I ci ansne.continasaos 68 
Upholstering . .............. 19 
Furniture repair ........ 60 
Gardening .................... 45 
Ambulance .................. 8 
Window washing ........ 22 
Watchmen .................... 34 
Linen distribution .... 3 
Elevator operation .... 46 
Floor maintenance .... 18 








Maintenance 





Nursing 


superintendent Housekeeper supervisor 

44 109 4) 
67 37 3 
29 64 5 
66 41 3 
75 18 2 

8 2 2 
32 114 5 
28 13 2 

5 128 21 
37 29 2 
40 127 5 




















Laundry 
Administrator manager 
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29 — 
25 . — 
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20 — 
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were the mechanical trades and the 
building maintenance trades. For 
hospitals of all sizes, 19 of the 
250 indicated that they were in- 
sufficiently staffed in the building 
maintenance trades, including car- 
penters, plasterers, painters and 
other nonpipe trades. Fifteen in- 
dicated their feeling of being 
understaffed in the pipe trades— 
plumbers, steamfitters and elec- 
tricians. Most of this feeling of 
being understaffed was in the larg- 
er hospitals. Of the 77 hospitals of 
200 beds or more, 11 felt that their 
building maintenance, or nonpipe 
trades, staffing was inadequate, 
and eight thought that their pipe 
trade staffing was inadequate. 
Laundry workers totaling 2,396 
were reported to be employed by 
146 of the 250 general hospitals of 
all sizes. This complement of laun- 
dry workers was indicated as being 
entirely adequate by all of the re- 
porting hospitals. ~ 

A total of 146 hospitals, with an 
aggregate capacity of about 41,800 
beds, represented in this survey 
the hospitals of 100 or more beds. 
Of these, 125, with a bed capacity 
of about 36,800, reported the em- 
ployment of 2,187 laundry workers. 
This number was the equivalent of 
5.94 workers for each 100 beds. 
This number was exclusive of the 
laundry manager, who is a working 
foreman in some instances. 

Of course, there were reported 
the usual deviations from this aver- 
age. There is, for example, the 
150-bed hospital that reported two 
laundry workers, as_ contrasted 
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with the 165-bed hospital with 21 
workers and the 160-bed hospital 
with 19 workers. It must be pre- 
sumed that the 435-bed hospital 
that reported only three laundry 
workers is not handling all of the 
hospital’s laundry. There are such 
instances of minimum staffing as a 
380-bed hospital operating with 
13 laundry workers and finding 
that number adequate. Among the 
hospitals that substantially ex- 
ceeded the average staffing was one 
of 330 beds with laundry employ- 
ees numbering 28, and one of 300 
beds with laundry employees num- 
bering 31, or more than 10 laundry 
employees per 100 beds. 


MAIDS 


Hospitals reporting on the em- 
ployment of housekeeping maids 
totaled 130 and represented ap- 
proximately 37,800 beds in hospi- 
tals of 100 beds or more. These 130 
hospitals employed 2,568 maids or 
an average of 6.77 per 100 beds. 
Again the usual deviations were 
noted. One hospital of 160 beds, 
for instance, employed 15 maids 
and six porters, yet found that 
housekeeping staff inadequate. This 
institution, however, is one that 
employs neither scrubwomen nor 
janitors for the heavier work. 

Another hospital of 400 beds em- 
ploys 17 maids, or about 4.25 per 
100 beds as compared with the na- 
tional average of 6.77, and finds 
that number inadequate. This hos- 
pital, likewise, does not employ 
either scrubwomen or janitors but 
it does employ eight porters, a 





number also found to be inade- 
quate. As against this experience, 
one institution of about 130 beds 
finds two maids and one janitor, 
with no other cleaning help, ade- 
quate for its requirements. An- 
other hospital of 260 beds finds two 
maids adequate but at the same 
time employs 12 porters. A 290-bed 
hospital with two maids that seem 
to be sufficient for the work in 
hand has a staff of 14 janitors. Two 
hospitals, one of 264 beds and the 
other of 291 beds, each employ 23 
maids and 10 janitors, and both 
find this staff satisfactory. 

The widest variation of staffing 
occurs in two hospitals, each of 
about 225 beds. One employs three 
maids and nine janitors; the other 
employs 85 maids, six porters and 
no janitors. The first of these has 
a housekeeper and one linen room 
attendant, while the second has 
two housekeepers, two assistant 
housekeepers and four linen room 
attendants. Both employ mainte- 
nance superintendents and approx- 
imately the same number of 
maintenance personnel. The first 
hospital, of course, considers itself 
inadequately staffed in this regard. 

In the hospitals of 200 beds and 
more, control of various phases of 
maintenance follows no particular 
pattern. For instance, of 45 hos- 
pitals reporting on the upholstering 
activities carried on within the 
hospital, 20 place control in the 
housekeeper, 15 in the maintenance 
superintendent, and six in the chief 
engineer. Sixty-six hospitals opel- 
ated furniture repair departments 
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Xavier Hospital, Dubuque, Iowa, location of the 
Duraclay Wash-up Sinks pictured above, 


and many, many others 












































and of these 32 were controlled by 
a maintenance superintendent, 20 
by a chief engineer, and 11 by a 
housekeeper. Sixteen hospitals re- 
ported on control of the ambulance 
drivers, five placing this super- 
vision under a maintenance super- 
intendent, four under a _ chief 
engineer, six under an adminis- 
trator, and one under a business 
manager. 

The activities of watchmen were 
reported by 39 hospitals, with 18 
placing control in the maintenance 
superintendent, 9 in the chief en- 
gineer, 7 in the housekeeper, 5 
under an administrator. 

Strictly housekeeping functions 
for the greater part, remain under 
the housekeeping control. These 
included floor maintenance where 
the housekeeper was in control on 
a ratio of two to one, direction of 
porters where the housekeeper 
was responsible on a ratio of three 
to one, as was the case with janitors 
and housemen. 

For hospitals of 100 beds or 
more, an interesting set of figures 
has been provided by some of the 
questionnaires that were marked 
to show no employees in a specific 
category and indicated whether or 
not this status was satisfactory. 
For instance, eight of the question- 
naires were marked to indicate that 
no watchmen were employed. This 
was a satisfactory situation for five 
of the hospitals, whereas the re- 
maining three felt that this repre- 
sented inadequate staffing. 

Nine hospitals indicated that 
they did not employ upholsterers. 
Six were satisfied with this ar- 
rangement, and three felt the 
arrangement unsatisfactory. Five 
hospitals did not employ scrub- 
women, and all five were satisfied 
with that arrangement. Of seven 
hospitals that said that they did 
not employ housekeepers, only two 
felt they could get along without 
this supervision, while the other 
five felt this staffing inadequate. 
Six hospitals reported specifically 
that they did not employ mainte- 
nance superintendents, and of 
these, four considered the staffing 
adequate and two inadequate. 

For those that indicated the in- 
dividual in whom such centraliza- 
tioh rests, the tabulation is as 
follows: Housekeeper, 13; mainte- 
nance superintendent, 11; engi- 
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neer, 6; business manager, 3; sup- 
erintendent of nurses, 3, and di- 
rector of property and supplies, 1. 

It is obvious, of course, that 
these operations can be centralized 
in one individual only as personnel 
trained for such duties can be dis- 
covered or developed. Since there 








is available no formal trainiig to 
fit individuals for the many-sided 
responsibilities called for by this 
job, the need will be filled as hos- 
pitals select the best available tal- 
ent and complete training through 
the various adult education op- 
portunities in the hospital fie!d. 
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Challenge of fire safety 


THE ACTIVITIES of hospitals in 
answering the challenge laid down 
by the Effingham fire and subse- 
quent fires in hospitals probably 
has never been surpassed by any 
American industry. Members are 
all familiar with the Association’s 
activities in this field, but these 
activities represent only a_ be- 
ginning. 

For instance, in the inspection 
program conducted under the 


sponsorship of the National Board © 


of Fire Underwriters, hospital co- 
operation is being given willingly 
and enthusiastically. Hoosier Hos- 
pital Harmony, the Indiana State 
Hospital Asseciation bulletin, 
prints the following excerpt from 
a letter written by Robert F. 
Hamm, secretary of the hospital 


-inspection committee for Indiana: 


“We are getting excellent coop- 
eration from hospitals in Indiana. 
Several have written to us that 
certain recommendations have 
been taken care of and that addi- 
tional recommendations were in- 
cluded in a program requiring a 
little more time. To date we have 
inspected approximately one-half 
of the hospitals in this state.” 

Texas Hospitals, the publication 
of the Texas Hospital Association, 
devotes a two-page spread to hos- 
pital fire safety inspections. The 
announcement is to the effect that 
the board of trustees of the Texas 





The Engineering and Maintenance 
department is edited by Roy Huden- 
burg, secretary of the Council on 
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Hospital Association, after a study, 
fully endorsed the program. Albert 
H. Scheidt, of the City-County Hos- 
pital System in Dallas, represents 
the state with the Fire Prevention 
and Engineering Bureau of Texas 
in making plans for the inspections, 

Probably no single evidence of 
this cooperation tells the story as 
well as the list of new members 
recently printed in the National 
Fire Protection Association Bulle- 
tin. In a list of 176 new members, 
47 were from hospitals. These hos- 
pitals included a British Columbia 
provincial mental hospital and sev- 
eral from Miami, Fla. They ranged 
from such hospitals as the 364-bed 
Garfield Memorial in Washington, 
D. C., to the 50-bed Union Hospital 
in Massachusetts. 

Activity of this kind is indica- 
live of great sincerity on the part 
of our hospitals in meeting the 
need for fire safety. 


For faster painting 

Those who have used lamb’s 
wool rollers for applying paint to 
flat wall surfaces have reported 
considerable savings in time. A 
new device on the market com- 
bines these roller applicators with 
a pressure tank, providing an auto- 
matic feed into the roller head at 
sufficient pressure to keep the 
paint continually rolling to the 
point of application. 

The description sounds good, 
and this department will be inter- 
ested in comments from any engi- 
neer who has been using this 
equipment.—R.H. 





Further information about products re- 
ferred to in these columns may_be o 
tained by writing to: HospPimTALs, Editoria 
Department, 18 E. Division Street, Chi- 
cago 10. 
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Economies can be obtained through 


standardization of sutures 


FRANK C. SUTTON, M.D. 


realize important savings as 
well as simplify procedures through 
standardization of surgical sutures. 
In a suture standardization pro- 
gram adopted at Miami Valley 
Hospital in Dayton in March 1949, 
stock was reduced from 105 items 
to 52 and $6,145 was saved over 
the previous year. 

It can be assumed that consid- 
erable duplication and waste exist 
where no plan for control of suture 
usage has been adopted. Studies 
and recommendations of the 
American Hospital Association’s 
Committee on Purchasing, Stand- 
ardization and Simplification are 
creating a general realization of 
the importance of standardization 
and simplification in the reduc- 
tion of hospital operating costs. 
Many who are aware of these facts 
are showing increasing interest in 
the methods by which desired 
standardization and reduction in 
cost of surgical sutures are accom- 
plished. The method that Miami 
Valley Hospital used and advo- 
cates and the results obtained 
through its application follow. 

The hospital administrator 
should first secure an accurate list 
of the various types and sizes of 
sutures presently in use, with the 
unit cost and actual usage of each 
item, based upon issuance from 
stores over the past six months or 
year. The list may be set up under 
such headings as catgut, silk, cotton 
and miscellaneous. Identification 
of these sutures will be easy if each 
suture item is mounted on a large 
Poster and labeled. 

This material then may be dis- 
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cussed with the chief of the surgi- 
cal service, and from this discus- 
sion the idea will logically be 
suggested that a suture committee 
of members of the surgical staff 
should be appointed to meet with 
members of the administrative 
staff, such as the surgical, obstetri- 
cal and emergency department 
supervisors, the purchasing agent 
and the administrator or his assist- 
ant, to study and make rec- 
ommendations concerning suture 
usage. Representatives of surgical 
suture manufacturing firms can be 
of real assistance in this project. 
When the committee meets, it 
will be found that members, upon 
reviewing their copies of the pre- 
pared material on sutures, will 
volunteer many random sugges- 
tions concerning items to be 
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eliminated. For the sake of thor- 
oughness, however, the list should 
be discussed item by item. In gen- 
eral, actual usage shown by is- 
suance will serve as a guide to 
need. Agreement usually can be 
reached on discontinuing several 
items rarely used. 

Wherever a full range of suture 
sizes is found, it should be possible 
to agree upon reducing stock to 
alternate sizes. Because the quality 
and tensile strength of catgut 
sutures by U.S.P. standards have 
increased tremendously during the 
past 10 years, support of the 
surgical staff should be sought in 
discarding as many as possible of 
the large sizes in the interest of 
economy. In the group of miscel- 
laneous sutures, among which are 
wire and dermal, many items for 
special purposes may be elimi- 
nated. Inclusion of the new type 
swaged (eyeless) needles may be 
considered in the standardization 
program. When the complete list 
has been reviewed, it will be found 
that considerable reduction has 
been effected, with possibly a few 
items to be referred for the opinion 
of specialists. 

In the matter of reducing waste 
in the usage of sutures, helpful 
suggestions may be expected from 
committee members. concerning 
common sources of waste, of which 
the following are examples: Dis- 
carding entire sutures after only 
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one tie; excess suture tubes broken 
in major -operations and thrown 
away; excessive stocks of sutures 
carried in inventory, both in the 
storeroom and in surgery, and fail- 
ure of surgeons to cancel surgica] 
bookings. 

Committee recommendations 
concerning reduction of waste then 
may be combined with the recom- 
mendations on standardization for 
referral to the surgical section of 
the medical staff or to the execu- 
tive committee. Approval may be 
expected with relatively few ad- 
justments, since members of the 
staff understand generally the ad- 
vantages of standardization and 
usually welcome the opportunity 
to advise in such medico-admin- 
istrative projects. When finally 
approved by the hospital admin- 
istrator, the resulting new stand- 
ard list of surgical sutures should 
be posted in surgery for convenient 
reference of items to be carried in 
stock in the future, and all sur- 
geons should be notified. Any 
remaining stock of items discon- 
tinued in the standardization pro- 
gram may be continued in use 
until the stock is exhausted. The 
standard list should be reviewed 
by the committee periodically and, 
if desired, revised to include im- 
proved products. Any future addi- 
tions to the standard list should 
be made only after approval of the 
suture committee and not by in- 
dividual requests. 

A gradual accumulation of many 
different suture items results from 
individual surgeons’ requests over 
the years. For this reason it is not 
unusual for a standardization pro- 
gram to effect a reduction of up to 
50 per cent or more in the types 
and sizes of sutures stocked. In 
Miami Valley Hospital the number 
of items was cut down from 105 
to 52. As a result of this simpli- 
fication and the cooperation of the 
surgical staff, the nursing super- 
visors and the purchasing agent, a 
net saving of $6,145.08 has been 
effected in the cost of sutures, even 
with an increased amount of sur- 
gery as shown in this table: 





The Purchasing department is edited 
by Leonard P. Goudy, purchasing spe- 
cialist, 











1948 


Total major and 
minor operations .... 8,472 
Total deliveries .......... 3,546 
Cost ‘of -sutures® .................. $25,538.91 


Total major and 
minor operations .... 8,624 


Total deliveries ............ 3,838 
Cost of eutures®: .........-:........ $19,393.83 
Net saving (in 1949 
over 1048). ...:..:.<....-...2.::- $ 6,145.08 


*Based on issuance. 





When presented to surgeons, the 
advantages of such a provram 
generally are evident. Following 
the recommendations of the Asso- 
ciation’s Committee on Purchasing, 
Standardization and Simplification 
and working with representatives 
of surgical suture manufacturing 
firms, hospital administrators may 
find real economy and improved 
efficiency through standardization 
of surgical sutures. 
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PURCHASING 


Disciple of specifications 
At Touro INFIRMARY, New Or- 
leans, Mrs. Marie Guerineau has 
become a disciple of specification 
buying. Her experience, similar to 
that of many others, has proved 
that purchasing cannot be done 
solely on price or by brand name. 
In the absence of other guaran- 
tees of quality there remains no 
substitute for specifying and then 
checking to see that commodities 
have been supplied according to 
specifications. 
Mrs. Guerineau tells her recent 
experience in these words: 


“A recent experiment with 


canned green beans illustrates how 
we meet the problem of getting 


‘good quality at reasonable prices. 


When we sent out a bid for a cer- 
tain variety, known as Blue Lake, 
we were offered them at a wide 
range in price. All were claimed 
to be ‘choice,’ meaning tops in 
quality. We asked for a sample can 
of each brand offered,’ and each 
merchant brought his best. 

“We opened each can, arranged 
them side by side and compared 
them, making careful notes. Con- 
trary to claims of the salesmen, all 
weighed about the same and con- 
tained approximately the same 
amount of water. Then we noted 
the size—some were large, some 
small, some medium and some 
mixed. We checked for uniformity 
in size of pieces. Some were ‘center’ 
cuts; some mixed. Noting the color, 
we found some cans light, some 
bright and others mixed. 

“Then the fun began. We tasted 
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each batch (and there are things 
more appetizing than unseasoned 
green beans straight from the can). 
We noted the flavor, sweetness, 
tenderness, starchiness, saltiness. 
None contained hard hulls or 
strings. All tasted good and were 
pleasing to the eye. Some, how- 
ever, were ‘prettier’ than others. 

“But then, we looked at the 
prices, and what a surprise! One 
brand we had rated above average 
was bid on by three firms; one even 
had the lowest price submitted. On 
this same brand, one dealer had 
bid a few pennies more a case and 
the other 50 cents more. On a 50- 
case order, this meant a saving of 
$25.00. Too, the notes we made will 
serve as a guide in future buying. 
While we cannot possibly test each 
item every time we ask for bids, 
we do take one item at a time, 
setting up certain standards from 
our notes. 

“Tt makes the job of food-buying 
more interesting—and it proves 
that not all of the experiments at 
Touro are carried on in the lab- 
oratories.” 

Touro Infirmary is using the 
Manual of Specifications for Canned 
Fruits and Vegetables, published 
by the American Hospital Associa- 
tion. It has received very wide 
acceptance, not only in hospital 
purchasing but in many allied 
fields where maintenance of qual- 
ity and economy are important 
considerations. 





Further information about products ty 


ferred to in these columns may be had Ld 
writing to: Hosprrars, Editorial Depa 
ment, 18 E. Division Street, Chicago 10. 
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Combination window 


While glass bricks make beau- 
tiful light-transmitting interior 
partitions, a number of people have 
had reservations as to their use in 
place of conventional windows. 
This prejudice, of course, has not 
stood in the way of widespread use 
of these glass blocks in areas where 
windows are not normally opened, 
such as operating rooms and stor- 
age rooms, and in such air-condi- 
tioned areas as waiting rooms, 
where an outside view is of no 
particular consequence. A new 
window has appeared on the mar- 
ket, however, that combines the 
values of glass blocks with con- 
ventional windows. 

This window is delivered to the 
construction job as a unit. The 
upper section is fixed and con- 
structed of prismatic glass blocks. 
The lower section of the window 
operates like the lower sash of an 
ordinary double hung window and 
is glazed with ordinary glass or 
whatever glass is called for. 

Thus the upper section provides 
the breaking up of light rays for 
better distribution throughout the 
room, while the lower section per- 
mits an outside view, natural ven- 
tilation and, equally important, an 
opportunity for easy window wash- 
ing. 

In addition to the standard pris- 
matic glass block, the unit also is 
provided with a design recom- 
mended for use with unusually 
severe sun exposures. The unit 
comes in standard dimensions to a 
maximum of 4’ 8” x 10’ 2” and is so 
designed that they may be used in 
adjoining units of two or more or 
in ribbon fenestration. 


New fluorescent tube 


In these days of extravagant 
claims of savings, it is a pleasure 
to see an announcement from a 
Manufacturer who contents himself 
with claiming a 6 per cent saving. 

A new 60 x 24%” 90-watt fluores- 
cent tube recently was placed on 
the market. This tube contains a 
new mixture of gases—krypton and 
argon—--superseding an all-krypton 
lamp brought out in 1948. One ad- 
ditiona] advantage of this large 
lamp ‘s that it operates in lower 
temperatures than other types of 
fluorescent lamps.—L.P.G. 
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Current price trends 


OR THE PAST few months, the 

wholesale commodity price in- 
dex for all commodities has held a 
gratifyingly steady level, hovering 
close to 152 per cent of the 1926 
average (the Department of La- 
bor’s statistical normal). At the 
beginning of April, the index was 
152.1, a rise of slightly less than 1 
per cent since the beginning of 
1950, and lower by 3 per cent than 
the index of the comparable week 
in 1949. 

Futures prices have been closer 
than usual to spot prices on com- 
modity markets—a sign of confi- 
dence in stable prices on the part 
of buyers. Another indication is 
found in the general increase in 
inventory buying. Purchasing 
agents apparently are no longer 
anticipating a general decline. 

Government economists also are 
brightening their 1950 business 
predictions. The monthly reports 
of President Truman’s Council of 
Economic Advisers have empha- 
sized the economic healthiness of 
the nation. Vigor exhibited by the 
automobile and construction in- 
dustries has been cited as an im- 
portant factor sustaining high pro- 
ductivity. Home building, for 
example, was 44 per cent higher 
during the first quarter of 1950 
than it was during the same period 
in 1949. 

Changes in wholesale prices for 
most commodities have been only 
minor variations. 

Spot market prices for meat ani- 
mals began a slight but continued 
decline during the month of March. 
Beginning at $17.37 per 100 pounds 
for hogs and $29.50 for steers, 
prices slid to $16.13 and $28.23, 
respectively, by the first of April. 

Gradually rising prices for grains 
— wheat, corn and barley — have 
been spurred by predictions that 
the 1950 crop will be as much as 
one-third less than last year’s 
bumper crop. The reason—a com- 
bination of six months of drought, 
high winds, dust storms reminis- 
cent of the mid-thirties, and an 
unusual influx of aphids which 


attacked the early green shoots. If 
it were not for last year’s tremen- 
fous surplus, prices might have 
risen sharply. Increases so far have 
been very slight. 

In mid-April the possibility of 
rain in western Kansas, where it 
was felt moisture could revive the 
wheat crop, caused wheat prices 
to slump temporarily. Meanwhile, 
other cereal prices tended to 
lower slightly, a sign that clearing 
weather in the Midwest was a de- 
pressing factor and that grain 
markets were becoming sensitive 
to almost any change in daily 
weather reports. Weather predic- 
tions proved correct, however, and 
prices did not decline very far nor 
for very long. 

The commodity index for all 
foods showed minor. variations 
during the month of March. 
Good news for hospital purchasing 
agents is registered in four reports. 
Coffee continued its downward 
movement from 50 cents a pound 
at the beginning of the year to a 
1950 low of 46.5 cents a pound. 
Cocoa dropped from a 1950 high of 
29 cents a pound in January to 
22.4 cents in the middle of March 
—a 23 per cent decline. Midsum- 
mer price reductions for oleomar- 
garine are in the offing as a result 
of the repeal of all federal taxes 
on this commodity—the legislation 
to become effective July 1. On 
March 22, leading flour mills an- 
nounced a price reduction of 10 
cents per 100 pounds for nation- 
ally advertised brands of family 
flour. 

Although over-all prices for 
fuels showed little fluctuation dur- 
ing the period, there were signifi- 
cant price increases for coal. In 
Pennsylvania, producers of soft 
coal raised prices by 10 to 30 cents 
a ton, while two widely known 
dealers in hard coal announced 
price increases of $1 a ton on pre- 
pared sizes. At the same time fuel 
oil prices began to rise slightly 
with more increases in prospect for 
fall and winter if higher import 
duties or oil import quotas are ap- 
proved by Congress. 
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another Hospital-tested 
product from 
SIMMONS complete line 





@ The Vari-Hite Bed in raised position 
is at the standard nursing height (27 
inches from floor to top of base spring). 
Crank-operated, the Vari-Hite positions 
may be changed at will by the smallest 
nurse—regardless of patient weight. In 
addition, Fowler or Trendelenburg posi- 
tions may be obtained by having the 
head or foot ends at different heights. 





@ Here the Vari-Hite Bed is shown 
lowered to the normal home bed height 
of 18 inches from floor to top of base | 
spring. The spring illustrated on the bed 
ends is the L-190 self-adjusting model. 
Simply by releasing the spring control 
handle and shifting her weight, the 
convalescent patient can put the bed in 
a wide variety of sitting and reclining 
positions. There is a total of 25 positions | 
obtainable with this spring. 


Bed illustrated: H-885-3-L-190 
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Adjustable Bed Ends 


for better patient care 


Simmons has scored another FIRST with Vari-Hite 
Bed Ends! Now for the first time, hospital beds may be 
lowered easily from standard nursing height (27-inch 
spring height) to the bed height patients are accustomed 
to in their own homes (18 inches). 

Lowered, Vari-Hite Bed Ends are safer for patients—do 
away with slipping, tilting footstools. Patients who are 
permitted to get out of bed can do so at familiar home bed 
height. There is no need to call the nurse for help—less 
likelihood of falling and serious injury. 

Vari-Hite Ends, like all Simmons bed ends, enjoy the 
advantages of standard spring mountings—can be equipped 
with Simmons Deckert Multi-position Spring L-171, Self- 
adjusting Spring L-190 or the improved Two-crank Spring 
L-146. 

These new ends are available in two styles—full panel 
(type illustrated at left) or seven-filler style. Both these 
styles are further available with Simmons all-purpose fea- 
tures which permit use of the demountable Balkan Frame, 
safety sides, and irrigation rod attachment on the bed. 

Order one of these modern Vari-Hite Beds for trial use 
in your hospital. If you have further questions about Vari- 
Hite Bed Ends, write the Simmons display floor nearest 
you for further information about this or any of the many 
high quality Simmons products. 


*Only Simmons makes VARI-HITE 


SIMMONS COMPANY 


HOSPITAL DIVISION 





Display Rooms: 
Chicago 54, Merchandise Mart ° New York 16, One Park Avenue 
San Francisco 11, 295 Bay St. e Atlanta 1,353 Jones Ave., N. W. 
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*and for all 
other types 
of Hospital Beds 


and equipment 


it’s SIMMONS too! 


Simmons, working hand in hand with 



































doctors, nurses and hospital adminis- 
trators, has been responsible for the 


design, development and improve- 


ments of hospital beds for many years. 
Experiments still continue; new and 
better products are designed and per- 


fected—all to make the work of doctors 


SE 2333 388 


and nurses easier and to provide 
better equipment for the care and 


comfort of the hospitalized. 


Deckert 
Multi- 
Position 
Spring. Most versatile 
spring ever made. Bed illus- 
trated is H-800-3-L-171. 
Also available on semi- 
panel ends and with or 
without All-Purpose 
features. 


Simmons new Overbed Table. 
Has two-way action top. Re- 
movable stainless steel tra 
F-883. Also available’ wit! 
porcelain tray F-882. 


Beautyrest 
mattresses — 
made expressly for hospitals. 
Firm, uniform support. 
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An examination of concepts and 


trends in social security 


THE AMERICAN SOCIAL SECURITY Sys- 
TEM. Eveline M. Burns. 460 pp. 
Boston: The Houghton Mifflin Com- 
pany. 1949. $4.50. 

AMERICAN SOCIAL INSURANCE. Domen- 
ico Gagliardo. 671 pp. New York: 
Harper and Brothers. 1949. $5.50. 

THE Cost AND FINANCING OF SOCIAL 
Security. Lewis Meriam, Karl 
Schlotterback and Mildred Maro- 
ney. 193 pp. Washington: The 
Brookings Institution. 1950. $3. 


EsTIMATED Cost OF SOCIAL SECURITY 
EXPANSION. Publication No. 73, Re- 
search Council for Economic Secur- 
ity. 1949. First copy free, others 15 
cents each. 


OCIAL SECURITY is the expres- 
S sion of the right of every per- 
son to a reasonable minimum ex- 
istence—the bare essentials of food, 
clothing, shelter, and health. The 
concept is not new. Mankind has 
always provided for its unfortun- 
ate members; families provide for 
aged and crippled relatives; char- 
ity provides for those who cannot 
depend on relatives; government 
is more and more drawn in as an 
agent of our total society. 

When the New Deal came to 
Washington, hordes of social work- 
ers and planners came with it to 
put the federal social security pro- 
gram into effect. By 1948, Profes- 
sor Burns reports, at least 10 mil- 
lion people were deriving all or a 
substantial part of their income 
from one or another of America’s 
social security programs. 

What are these programs? Pro- 
fessor Burns lists them: 


A. The social insurances. 


1. Old age and survivor’s insur- 


ance. 
2. Unemployment insurance. 
3. Sickness and disability in- 

surance, including workmen’s 

compensation. 


4. Railroad workers’ insurance 
program — administered by 
the federal government. 


B. Income security for veterans. 
1. Disability and death benefits. 
2. -Assisted education. 
3. Medical care and hospitali- 
zation. 
4. Special veterans’ rights and 
bonuses. 


C. The public assistances. 

1. Old age assistance. 

2. Aid to the blind. 

3. Aid to dependent children. 

4. General assistance. 

Professor Gagliardo, in his text, 
covers generally the same terri- 
tory, but his excellent discussion 
of the problems of illness and dis- 
ability includes particular refer- 
ence to federal health insurance 


’ proposals up to the end of the 


Eightieth Congress. He summarizes 
the more important arguments for 
and against compulsory health in- 
surance. His discussion of the hos- 
pital service plans and prepaid 
medical care plans and the impact 
of commercial insurance makes 
interesting reading. As a matter of 
fact, the Gagliardo text is easier to 
read, broader in its‘approach and 
goes deeper into background and 
discussion of all issues than the 
Burns text, which is more precise- 
ly objective. 





Inquiries about books reviewed in 
the Literature department should be 
addressed to the American Hospital 
Association Library —Asa S. Bacon 
Memorial, 18 E. Division Street, Chi- 
cago 10. The department is edited by 
Helen V. Pruitt, librarian. 








One vexing issue in social secur- 
ity is eligibility. The so-called “jn- 
surance programs” solve this by 
their contributory feature, which 
makes benefits a matter of right, 
Veterans are eligible for the veter- 
ans’ benefits by reason of their 
participation in the nation’s active 
defense. Eligibility for public as- 
sistance, on the other hand, is usu- 
ally based on a means test, which 
combines the elements of need and 
lack of financial self-support. 

The Brookings Institution enters 
the controversy at this point with 
a thought-provoking analysis of 
the cost of social security in our 
economy. For example, the Brook- 
ings authors aver that the old age 
and survivors’ insurance program 
is not really insurance at all, be- 
cause the premiums do not in fact 
pay for the benefits promised. The 
Brookings discussion of the insur- 
ance programs, the veterans’ pro- 
grams and assistance programs is 
challenging, and to the serious stu- 
dent of economic and social affairs, 
it is bound to be a worry-producer. 
Present payroll deductions for 
OASI are only 3 per cent of pay- 
rolls (1% per cent each from em- 
ployer and employee). But this 
low rate is possible only because 
comparatively few people are 
drawing benefits. By the year 2000, 
it will take 8 per cent of payrolls 
to maintain present benefits. Un- 
der H.R. 6000, as passed by the 
House of Representatives and now 
under consideration by the Senate, 
OASI benefits would be broadened 
and expanded so as to cost nearly 
12 per cent of payrolls for this one 
program alone. 

The Research Council for Eco- 
nomic Security published a small 
bulletin, in August 1949, on the 
estimated cost of social security 
expansion. This briefly summar- 
izes the elements and_ probable 
costs of the current proposals for 
expanding OASI and public as- 
sistance and the compulsory health 
insurance program. It estimates 
that the cost of these programs for 
the year 1960 might run as high 
as 16 billion dollars. This is a sub- 
stantial proportion of our 225 bil- 
lion dollar total income against 
which government taxation has 
already increased to more than 50 
billion. If present government pro- 
grams take nearly 25 per cent of 
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‘It would take 
a small 
excursion boat 


to bring you all 


the patients who represent 
each of the many conditions 
for which short-acting 
NEMBUTAL is effective 
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@ More than 44 clinical uses for short-acting NEMBUTAL 
have been reviewed in the literature during the 20 years the 
drug has been effectively used. Some of these uses may be 
applicable in your own practice. 

With short-acting Nempurat, doses adjusted to the need 
can provide any degree of cerebral depression—from mild 
sedation to deep hypnosis. Dosage required is only about: 
one-half that of certain other barbiturates. Because there is 
less drug to be eliminated, there is less possibility of bar- 
biturate hangover and wider margin of safety. 

You'll find short-acting NemBurAL available in the form of 
Nembutal Sodium, Nembutal Calcium and Nembutal Elixir, 


all in convenient small-dosage preparations. Write for handy 
booklet, ‘44 Clinical Uses for Nembutal.” 
Abbott Laboratories, North Chicago, III. Abbott 


In equal oral doses, no other barbiturate 
combines QUICKER, BRIEFER, 
MORE PROFOUND EFFECT than 


NEMBUTAL 
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our productive effort, can we afford 
another 8 to 15 per cent for social 
security? 

Few people realize that social 
security extends so far or that it 
is so costly—or that it is so neces- 
sary. Yet decisions are being made 
today which will profoundly af- 
fect our economy and social struc- 
ture. There is need for more liter- 
ature on the subject. Hospital peo- 
ple would do well to become more 
familiar with the background and 
theory of social security.—A.V.W. 


Text on hospital design 


THE DESIGN AND EQUIPMENT OF Hos- 
PITALS. Ronald Ward, F.R.I.B.A. 360 
pp. London: Bailliere, Tindall and 
Cos. 1949. $6.75. 

No student of hospital archi- 
tecture can help admiring the 
thoroughness of this work. Ronald 
Ward, in collecting the material 
for this outstanding international 
text on hospital design, has pro- 
duced a monumental work. 

The sketches that profusely il- 
lustrate the book have been combed 
from examples of hospital design 








ASPHALT TILE FLOORS 


aga gai 


LINOLEUM FLOORS 


s&° 82 COMPOSITION FLOORS 


BRITEN-ALL 
is BEST For ALL 





type of flooring. 


BRITEN-ALL is economical, because it is concentrated; 
only a few ounces added to a pail of water are necessary. 


BRITEN-ALL is approved and recommended by lead- 
/ ing manufacturers of Asphalt Tile, Terrazzo, Rubber, 


Linoleum and Composition floors. 















VESTAL*: 


CLEANS CLEANER! 
CUTS MAINTENANCE COSTS! 


BRITEN-ALL is ONE floor cleaner that answers your 
floor cleaning problems for ALL types of floors. 


BRITEN-ALL is safe, for despite its superior cleansing 
qualities, it is a neutral cleaner that will not injure any 


VESTAL ELECTRIC 
FLOOR MACHINE 
Scrubs and polishes 
faster. Easy to oper- 
ate. Sturdy, perfectly 
balanced construc- 
tion. Exceptionally 

quiet. 





SAVES TIME! 


VESTA-GLOSS 


A scientifically bal- 
anced waterproof 
eavy duty floor 
finish that dries to a 
bright uniform lus- 
tre without polish- 
ing. Use it in cooper- 
ation with BRITEN- 
ALL to protect your 
floor investment. 





_LOMUTS 10,;°-M 0. 








in England, France, Finland and 
America. 

While the flavor of this text ac- 
tually partakes of the author’s 
experience with the larger English 
hospitals, the basic thinking is, to 
a large extent, universal and mod- 
ern, 

For instance, in discussing iso- 
lation in the general hospital, the 
author points out that the proper 
handling of contagious diseases 
other than smallpox is a matter 
of nursing techniques rather than 
physical facilities. The economics 
and practicability of permanently 
assigning beds to the care of iso- 
lation cases, pointed up by Mr. 
Ward, is a factor still to be recog- 
nized in a small proportion of our 
own planning. 

Usages common to our own hos- 
pital procedures are not reflected 
to a point where this work could 
be relied upon as a text for edu- 
cating a novice in American hos- 
pital design. That does not detract, 
however,.from the value that this 
text will hold for every designer 
interested in perfecting his knowl- 
edge of the basic hospital require- 
ments. The book is organized with 
an introductory section giving 
sound advice on the formation of 
a building scheme. General con- 
siderations follow with a discus- 
sion of the site and general layout. 
The next section of the book de- 
velops the requirements for ad- 
ministration, while Section 4 deals 
with medical considerations. The 
last three sections deal with special 
wards, special hospitals and con- 
struction technique.—R.H. 


Medicine and public health 


New DISCOVERIES IN MEDICINE—THEIR 
EFFECT ON THE PuBLIc HEALTH. Paul 
R. Hawley, M.D., 134 pp. New 
York: Columbia University Press. 
1950. $2.50. 


Dr. Hawley’s choice of subjects 
for the talks he delivered in the 
second annual series of Bampton 
Lectures in America, at Columbia 
University, was a happy one. Al- 
though he might have chosen to 
impress or mystify his nonmedical 
audience with reports of a highly 
technical nature phrased in unin- 
telligible medical jargon, he wisely 
selected subjects of both general 
and personal interest to the lay- 
man: Our fabulous blood, surgely 
of the heart and lungs, preven- 
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Mechanizing with MONEL 
helps make possible... 


savings of 400 


With a large addition, Queen of Angels Hospital in- 
creased its capacity to 502 beds and 103 bassinets. 


Then — to keep pace with their expanded require- 
ments — they modernized the laundry department. 


A good move, it doubled laundering capacity, with 
only one third more space. With mechanical handling, 
linens last longer, so the hospital has been able to 
reduce its linen inventory. 


Laundering supplies are now mechanically mea- 
sured; washing cycles are automatically timed. Waste 
is prevented. Modernization with Monel saved 400 
labor hours a week. 


With American’s automatic washing control, only 
3 simple operations are needed for each load washed. 
After that, the washer is left unattended until its sterile- 
clean load is ready for automatic unloading into the 


| 


RIGHT NOW! EMBLEM 








| || 
MECHANIZE with MONEL 
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OF SERVICE 


TRADE MARK 


LINENS ARE AUTOMATICALLY washed sterile-clean in 
this American Cascade Automatic Unloading Washer with 
Companion Control, then unloaded automatically into 
Notrux extractor containers. 


EXTRACTOR CONTAINERS with washed work are quickly 
conveyed by hoist and overhead rail then lowered into 
Notrux extractor. Photos courtesy of American Laundry 
Machinery Company and Queen of Angels Hospital. 


labor Hours a Week 


at Queen of Angels Hospital, 
Los Angeles, California 


extractor container. The unloading takes less than 60 
seconds. (The mechanically loaded and unloaded 
American Notrux extractor saves time, too — up to 22 
man minutes a load!) 


Because this equipment is made of Monel®, linens 
are safe from damage. Stronger and tougher than struc- 
tural steel, Monel is non-rusting. It resists corrosion by 
soaps, detergents, alkalis, starches, dilute bleaches and 
fluoride sours. Washer cylinders and extractor baskets 
stay smooth, don’t develop pits and rough spots. 


These, of course, are the same characteristics that 
make Monel so useful throughout the hospital. For 
major types of equipment in clinics, operating and 
sterilizer rooms, labs, kitchens and cafeterias, there is 
nothing finer than Monel. A solid, wear-resistant metal, 
Monel looks good, stays good year after year. Wher- 
ever you use it, you find it pays to insist on Monel — 
The Standard Metal of the Modern Hospital. 


THE INTERNATIONAL NICKEL COMPANY, INC. 
67 Wall St., New York 5, N. Y. 









































tion and treatment of mental dis- 
ease, and socio-economic aspects 
of medical care. 

To the hospital administrator, 
the last section on health insurance 
will be of most immediate interest. 
Dr. Hawley is to be complimented 
for his impartial presentation of 
the problem of hospital and med- 
ical economics. Few people who 
have occupied his former position 
as chief executive officer of the 
Blue Cross and Blue Shield Com- 
missions could approach such a 





controversial subject as health in- 
surance so openmindedly. 

For a lucid and succinct descrip- 
tion of prepayment plans, this last 
chapter is excellent. The three 
types of plans—cooperative, serv- 
ice and indemnity—are clearly de- 
fined and their growth outlined. 
The arguments favoring govern- 
ment intervention in the health 
picture are faced realistically. Dr. 
Hawley’s chief concern is that in 
increasing the quantity of medical 
care through federal insurance, 











Each shipment of latex must pass rigid laboratory tests 
for purity and quality before it can be used in RLP tubings. 


QUALITY CONTRO 


In the Manufacture of 
Pure Latex Surgical Tubing 


Each batch of liquid latex must meet rigid requirements. Every 
step of manufacture is subject to rigid tests and controls before it 
may be processed into RLP surgical tubing. Thus, RLP’s Controlled 
Quality assures you of the finest, purest latex tubing it is possible 


to make. 


World Suppliers of 
Pure Latex Tubing 
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Hospitals and institutions the world 
over have come to accept RLP’s purity, 
strength and long life as the standard of 
quality for surgical tubings. 


Always specify RLP for the finest, 
purest latex tubing it is possible to make.: 
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oh Surgical Tubing 
6 Standard Sizes 


‘aes Laboratory Tubing 


24 Standard Sizes 


RUBBER LATEX PRODUCTS, INC. 


Cuyahoga Falls, Ohio 











the quality will necessarily suffer, 
He admits imperfections in the 
present system but questions the 
efficacy of compulsory healti: in- 
surance as a panacea. 

The first three chapters, on 
blood, chest surgery and mental 
illness, are the result of intensive 
research and evident scholarship, 
presented in a chatty, informal 
manner. Even among popular non- 
fiction it would be difficult to find 
a book to surpass Dr. Hawley’s in 
readability.—H.T.Y. 





International congress 


REPORT OF THE First Postwar Con- 
GRESS OF THE INTERNATIONAL Hos- 
PITAL FEDERATION, held at Amster- 
dam and Griningen, Holland, May 
30 to June 4, 1949. 168 pp. Pub- 
lished by the federation at the King 
Edward’s Hospital Fund for Lon- 
don. 1950. 

Through the active membership 
which the American Hospital As- 
sociation holds in the International 
Hospital Federation, its members 
are represented in the federation’s 
affairs and Association delegates 
are present at the sessions. 

Last June the first full meeting 
since the war was called in Am- 
sterdam, and the proceedings of 
the congress now are available. All 
of the papers read in the sessions, 
together with discussion by many 
of the delegates, are reproduced in 
this report. Because the speakers 
were from different countries and 
brought different points of view 
on topics of interest to hospital ad- 
ministrators, a study of the report 
is both illuminating and helpful. 
The Association’s contribution to 
the program was a paper prepared 
by Executive Director George 
Bugbee on the subject of training 
hospital administrators. In Mr. 
Bugbee’s absence, the paper was 
read by Captain J. E. Stone, per- 
manent secretary of the federa- 
tion. Among the other papers 
were: “The influence of economic 
and social changes in hospital ad- 
ministration,” by Prof. F. Pulcher 
of Italy; “Modern tendencies in 
hospital design, construction and 
equipment,” by H. Van Kuyck of 
Belgium, and “Modern trends in 
nurse training and nursing prac- 
tice,’ by Mrs. B. A. Bennett of 
Great Britain, who is also chair- 
man of the Nursing Service Com- 
mittee of the International Council 
of Nurses.—H.V.P. 
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SPITALS 


Changes in the Cooperative Plan 


for Appointment of Interns 


PON THE recommendation of 

the Joint Committee on In- 
ternships, several important chang- 
es have been included in the Co- 
operative Plan for Appointment of 
Interns whose period of training 
will begin in July 1951. 

Applicants may visit hospitals 
and be interviewed by the intern 
committee at any time, but the 
hospital or its representative shall 
not commit or bind the hospital or 
the applicant before the third 
Tuesday of February 1951. 

Applications are to be made in 
duplicate. The original is to be 
forwarded to the dean of the appli- 
cant’s medical school for transmis- 
sion, together with credentials, to 
the hospital or hospitals of the ap- 
plicant’s choice. The second copy 
is to be mailed directly to the hos- 
pital or hospitals by the applicant 
as soon as he or she has filed the 
original with the dean. 

Applications filed with the dean 
will be forwarded by him to the 
hospital, with credentials, on the 
third Tuesday in December 1950. 

Appointments are to be offered 
by telegrams filed in advance with 
telegraph offices for delivery to ap- 
Plicants at 8:00 p.m., local time, on 
the third Tuesday in February 
1951. No specific time has been rec- 
ommended for consideration of 
offers by applicants, but a reason- 
able period of time should be al- 
lowed for applicants to consider 
appointment offers. 

It is hoped that the changes in- 
Corporated in the Cooperative Plan 
for Intern Appointment will ben- 
efit hospitals and applicants and 
will insure complete cooperation of 
both groups. The joint committee 
adopted these changes in order that 
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the applicant’s credentials may be 
based upon completion of the first 
semester of the fourth medical 
school year. Another purpose was 
to allow hospitals, including those 
of the military services, 60 days 
between the date of release of cre- 
dentials and appointment offers. 
This will allow time to evaluate 


credentials and process applications. 

The Cooperative Plan for Intern 
Appointment is sponsored jointly 
by the American Protestant Hos- 
pital Association, the Catholic Hos- 
pital Association, the American 
Hospital Association and the Asso- 
ciation of American Medical Col- 
leges. 


Military internships 


The Department of Defense has 
announced a uniform policy cov- 
ering participation in the intern 
and residency training programs 
for physicians of the Army, Navy 
and Air Force. 

Interpreting an opinion issued 
last October 6 by the comptroller 
general, the department now says 
that commissioned interns will be 
ordered to active duty for the dur- 
ation of a 12-month rotating in- 
ternship. On completion of the 
internship training they will be 
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COOPERATIVE PLAN FOR 


Appointment of Interns, 1950-51" 


1. Applicants may visit hospitals and be interviewed by the intern com- 
mittee at any time, but the hospital or its representative shall not 
commit or bind the hospital or the applicant before the third Tuesday 
of February. 


2. Application should be made in duplicate; the original to be forward- 
ed to the dean of the applicant’s medical school for transmission to- 
gether with credentials to the hospital or hospitals of the applicant’s 
choice; the second copy to be mailed directly to the hospital or hos- 
ag by the applicant as soon as he or she has filed the original with 
the dean. 


3. Applications filed with the dean shall be forwarded by the dean to 
the hospital with credentials on the third Tuesday in December. 


4. The application may be accompanied by letters of recommendation 
from faculty members which, however, will not precede the sending of 
credentials by the dean. 


5. Schools of medicine shall not limit the number of applications filed 
by any individual. 

6. The tendering of internship appointments by hospitals shall be made 
by telegram. No telegram shall be sent which will arrive prior to 8 P.M. 
of the third Tuesday in February. (Telegrams may be filed in advance 
with telegraph offices for delivery at 8 P.M. local time.) 


7. Hospitals may notify alternates of their status at the same time. 


8. Acceptance of appointments should be made promptly. Applicants 
should be allowed a reasonable period of time to consider appointment 
offers. 

9. Upon acceptance of an appointment, prompt notification of with- 
drawal of applications to other hospitals which have offered appoint- 
ments must be made by the applicant. Notice of such withdrawals may 
be sent by collect telegram. . 


*Important changes from 1949 plan are printed in italics. 
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retained on active duty for a peri- 
od of three years if the internship 
was served in a civilian hospital 
or for two years if served in a mili- 
tary hospital. 

Candidates for internships must 
agree not to accept a monetary 
stipend from a civilian hospital, 
whether it be a voluntary hospital 
or an instrumentality of a state, 
county or city. This agreement is 
necessitated by the comptroller 
general’s decision, which held that 
this matter comes within the scope 
of a United States statute prohibit- 
ing a government official from ac- 
cepting any salary for his services 
from a source other than the gov- 
ernment of the United States. 

Military interns in civil hospi- 
tals will receive the regular pay 
(and allowances for travel, ship- 
ment of household effects, and uni- 
forms, where applicable), but be- 
cause of the comptroller general’s 
decision they will not receive rent- 
al allowances when the civil hos- 
pitals furnish quarters without 
charge. They will not receive sub- 
sistence allowances if the hospitals 
provide subsistence in kind with- 
out charge. 

Military interns also are pro- 
hibited from receiving the $100 
per month inducement pay author- 
ized for medical and dental officers. 

This ruling places interns and 
residents who are commissioned 
officers on the same basis, irre- 
spective of whether they serve in 
voluntary, city, county or state 
hospitals. 


Roundtable on internships 


In a roundtable discussion* on 
making the internship a planned 
educational experience, conducted 
at the annual meeting of the Asso- 
ciation of American Medical Col- 
leges in Colorado Springs last No- 
vember, there seemed to be gen- 
eral agreement among the deans 
of medicine that a medical gradu- 
ate should have not less than two 
years of hospital experience before 
entering practice. This experience 
should be in a hospital providing 
an adequate number of beds and 
patients, a proper proportion of 
acute and chronic cases, adequate 








*From a report by Dr. John B. Youmans, 
University of Illinois, in the Journal of the 
Association of American Medical Colleges, 
January 1950. 
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The Medical Review department is 
edited by Charles T. Dolezal, M.D., 
secretary of the Council on Profes- 
sional Practice. 





variety of clinical material and 
sufficient time for the intern to 
study his patient. 

The outstanding development in 
this discussion was the apparent 
increase in general practice intern- 
ships. A considerable number of 
individuals reported that such in- 
ternships either had been intro- 
duced and were in operation or 
were about to be introduced. It 
was pointed out that later, when 
in private practice, the general 
practice intern will not have at his 
beck and call, as in the hospital of 
his training, the various services 
that were performed by techni- 
cians. 

Subsequently he should con- 
tinue to-have enough experience in 
laboratory work so that he will 
handle it properly when he is out 
in practice and more dependent on 
his own efforts. The emphasis of 
the internship should be on inter- 
nal medicine. 

The first year of a two year 
service should be general in the 
experiences provided in order to 
insure a proper foundation for 
subsequent concentration in pre- 
paring either for general practice 
or for specialization. The point was 
made that even with general prac- 


’ tice internships there might be a 


division, with one group being 
trained particularly on what might 
be called the medical side and an- 
other being trained on what might 
be called the surgical side. The 
content of internship should not be 
stipulated by state boards of med- 
ical examiners, whose function it 
is to determine the extent of the 
knowledge and not how it was 
acquired. 

There was general agreement 
that the intern should not have ex- 
cessive responsibilities toward pa- 
tients admitted for diagnosis only, 
and that he should have access to 
all patients on the service. It was 
felt that a rapid turnover of pa- 
tients, particularly in hospitals 
with largely a surgical service and 
with no staff patients, imposes lim- 
itations on the responsibilities and 














duties of the intern which mitigate 
his acquiring a good educational 
experience. 

How much responsibility should 
be assumed by medical schools for 
the graduate’s fifth year? If full 
responsibility is assumed, it wil] 
be expensive. This will involve a 
complete revamping of the finan- 
cial and administrative setups of 
medical schools. A further problem 
in this respect is the amount of 
specialty board credit to be given 
for the internship, particularly the 
second and third years of extend- 
ed internships, if internships are 
made the educational responsibil- 
ity of medical schools. 


GENERAL PRACTITIONER 

No definite conclusion was 
reached with regard to the role of 
the general practitioner in intern 
training. The opinion was express- 
ed that the general practitioner is 
useful in presenting his experience 
and point of view but should not 
be delegated in any measure the 
actual teaching of medicine or the 
actual care or basic principles of 
care. Instead, he should add his 
experience to that teaching. The 
amount of surgical training in the 
internship was discussed. Might a 
practitioner “lose face’’ in certain 
areas if he does not do some sur- 
gery? This was brought up as an 
argument for his acquiring a mo- 
dicum at least of surgical training 
in addition to emergency care of a 
surgical nature. 

The value of preceptorships and 
outpatient training for all interns 
also was discussed. There are a 
considerable number of hospitals 
that offer intern training and do 
not have outpatient services. Un- 
less that lack is met, there will be 
a deficiency in the training of in- 
terns with regard to that aspect. 

These questions and others, such 
as those dealing with financing and 
the responsibilities of medical 
schools for control and supervision 
of internships, came in for con- 
siderable discussion. Perhaps be- 
cause hospital administration was 
not very well represented in the 
roundtable discussion, very little 
was said about the responsibilities 
of hospital administration in the 
development and administration of 
internships from the educational 
point of view. 
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SPITALS 


ARTHUR S. JOHNSON, construc- 
tion supply firm executive, and 
Rear ADM. LucIuUS JOHNSON, M.C., 
U.S.N., ret., have been. appointed 
to the building committee of the 
San Diego Hospital Association. 


eupnegnsnryingy 00122. aepenngnegeenavarenanannanet 


Howarp R. TAYLOR was appoint- 
ed assistant director of Niagara 
Falls (N.Y.) Memorial Hospital, 
February 20. 

He has been 
administrative 
assistant at 
Johns Hopkins 
Hospital, Balti- 
more, since 
1947. 

A member of 
the American 
Hospital Asso- a? 
ciation, Mr. . 
Taylor served in 
the medical administrative corps 
of the United States Army from 
1941 to 1945. 


Dr. MARTIN F. HEIDGEN has re- 
signed: as director of Tucson 
(Ariz.) Medical Center. He had 
previously served as superintend- 
ent of the Memorial Hospital of 
Du Page County, Elmhurst, III. 

Dr. Martin is a member of the 
American College of Hospital Ad- 
ministrators and the American 
Hospital Association and is a fel- 
low of the American Medical Asso- 
ciation. 


vnc 


Henry G. BRICKMAN plans to 
become the executive director of 
the Massachusetts Hospital Asso- 
ciation early this summer. Mr. 
Brickman was discharged from the 
Army Air Force as a lieutenant 
colonel in 1946. For the next two 
years, he was assistant director of 
hospital relations of the Massachu- 
setts Hospital Service, Boston. 

A member of the American Hos- 
pital Association, Mr. Brickman 
will complete his administrative 
residency at the New England Cen- 
ter Hospital, Boston, on June 30. 
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Dr. RAUL VERA, administrative 
resident at Grace Hospital, Detroit, 
has become director of Hospital 
Regional, Talca, Chile. 


THomas T. Murray, a life mem- 
ber of the American Hospital As- 
sociation, has succeeded ELIZABETH 
LAUTERMILCH as superintendent of 
Cohoes (N.Y.) Hospital. A past- 
President of the Hospital Associa- 
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tion of New York State, Mr. 
Thomas has been superintendent 
of hospitals at Saskatoon, Sask., 
Knoxville, Tenn., Albany, N.Y., 
White Plains, N.Y. and Hudson, 
N.Y. He is a fellow of the Amer- 
ican College of Hospital Adminis- 
trators. 


AHH PT 


Dr. FRANCIS E. Proctor has 
been elected medical director of 
Mercer Hospital, Trenton, N.J. He 
succeeds Dr. Davin B. ACKLEY, 
who was medical director of that 
institution for 30 years. 


Rt. REv. Mscr. GeorGE Lewis 
SMITH has been named consultant 
to the Pan American Sanitary Bu- 
reau and has 
been assigned 
as a member of 
the faculty of 
the Third Inter- 
national Insti- 
tute in Hospital 
Administration 
to be held in 
Rio de Janeiro, 

Brazil, June 18 
through July -1. 

Monsignor 
Smith has been director of hospi- 
tals for the Diocese of Charleston, 
S.C., since 1938. A past-president 
of the South Carolina State Hospi- 
tal Association, he is the official 
delegate for all the member hos- 
pitals in South Carolina to the 
American Hospital Association. 


Dr. NEwTON J. T. BIGELOW, 
senior director of Marcy (N.Y.) 
State Hospital, has been appointed 
acting state commissioner of men- 
tal hygiene. He succeeds Dr. FRED- 
ERICK MacCurDy, who resigned 
April 1.to become medical con- 
sultant to the New York State 
Citizens’ Committee of One Hun- 
dred for Children and Youth. 





ROBERT E. WALLACE became as- 
sistant superintendent of Beyer 
Memorial Hospital, Ypsilanti, 
Mich., March 15. He previously 
was assistant administrator of Peo- 
ple’s Hospital, Akron, Ohio. 

Mr. Wallace received his mas- 
ter’s degree in hospital administra- 


tion from Columbia University and 
served his administrative residency 
with the Youngstown (Ohio) Hos- 
pital Association. 


E. L. Crozier, assistant admin- 
istrator of Baroness Erlanger Hos- 
pital, Chattanooga, has been ap- 
pointed administrator of Cooke- 
ville (Tenn.) General Hospital. He 
formerly was adjutant and execu- 
tive officer of a 250-bed army hos- 
pital in Venice, Fla. 


MELVIN ARNOLD became super- 
intendent of Mary Rutan Hospital, 
Bellefontaine, Ohio, April 10. Pri- 
or to this appointment, Mr. Arnold 
was administrator of Riverside 
Hospital, Toledo. 


ANTHONY W. ESpPosITo, adminis- 
trative assistant at Jewish Hospi- 
tal, Cincinnnati, became adminis- 
trator-superintendent of Adrian 
Hospital, Punxsutawney, Pa., April 
1. 

Mr. Esposito previously had 
served as administrative assistant 
at Mt. Sinai Hospital, New York 
City. 


GEORGE MASTERS, second vice 
president of the British Columbia 
Hospitals Association, has been ap- 
pointed director 
of the Royal 
Jubilee Hospi- 
tal, Victoria, 

Be, 

Mr. Masters 
served at the 
Vancouver 
(B.C.) General 
Hospital since 
1935 and was 
assistant to the 
director for the 
past three years. He is a member 
of the Coordinating Committee of 
the Western Canada Institute for 
Hospital Administrators. 
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RUTH ALLENE MERCER, R.N., has 
been named director of the School 
of Nursing and director of Nursing 
Service at Perth Amboy (N.J.) 
General Hospital. 

For the past five years, Miss 
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Mercer was superintendent of St. 
Luke’s Hospital, Utica, N.Y. She 
has served previously as adminis- 
trator and director of nurses at 
University Hospital, School of 
Tropical Diseases, San Juan, P.R., 
and as assistant director of nurs- 
ing at New York Medical College 
—Flower and Fifth Avenue Hos- 
pitals, New York City. 





RAYNER J. KLINE has become the 
administrator of the Burdette 
Tomlin Memorial Hospital, now 
under construction at Cape May 
Court House, N.J. Prior to this 








appointment, Mr. Kline was as- 
sistant executive director of the 
Jewish Hospital; Cincinnati. 





GEORGE T. LAWVER, assistant di- 
rector of administration at St. 
Louis (Mo.) City Hospital, has 
been appointed administrator of 
the Alamance County Hospital, 
now being constructed at Burling- 
ton, N.C. 

Mr. Lawver majored in hospital 
administration at Washington Uni- 
versity, St. Louis, and received his 
master’s degree in hospital admin- 
istration in 1949. 
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diagnosis and treatment charts furnish 
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progress. In your files are the clues 

to future medical discoveries. 


Realizing this, your selection of record 
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accrediting agencies. They give 
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E. VAN WAGENEN became siiper- 
intendent of Lakeside Met):odist 
Hospital, Rice Lake, Wisc., larch 
16. He succeed- 
ed Dwicur 
HANSEN, who 
resigned to di- 
rect the Lake- 
land Medica] 
Center, Will- 
mar, Minn. 

For the past 
three years, Mr, 
Van Wagenen 
has been assist- 
ant director at 
Episcopal Hospital, 





St. John’s 
Brooklyn. Prior to that, he was 


director of the Knickerbocker 
Hospital, New York City. Mr. Van 
Wagenen is a member of the Amer- 
ican Hospital Association. 





The following appointments 
were announced recently by the 
Veterans Administration. 

SAMUEL H. FRANKS, director of 
medical administration for the 
area medical office of the Veterans 
Administration, San Francisco, has 
become’ assistant manager of 
Veterans Administration Hospital, 
Oakland, Calif. He succeeded Er- 
WIN NEWCOMB, who retired re- 
cently because of ill health. 

CHARLES C. ADAMS, manager of 
the Veterans Administration Cen- 
ter in Albany, N.Y., has been 
named assistant manager of the 
Veterans Administration Center, 
Denver. 

CHARLES C. HERRICK, manager of 
Veterans Administration Hospital, 
Denver, replaced Mr. Adams at 
Albany. 

Dr. DELMAR GOODE has been ap- 
pointed manager of Veterans Ad- 
ministration Hospital, Little Rock, 
Ark. Dr. Goode formerly was a 
Veterans Administration area med- 
ical director, supervising activities 
of hospitals in and around Wash- 
ington, D.C. 

Dr. GrEorcE O. Pratt, chief of 
professional service at the Veter- 
ans Administration area medical 
office in Boston, has been named 
manager of Veterans Administra- 
tion Hospital, Manchester, N.H. 





BLANCHE CULBERTSON has been 
named superintendent of the new- 
ly constructed Davis County Hos- 
pital, Bloomfield, Iowa. A life 
member of the American Hospital 
Association, Miss Culbertson was 
formerly superintendent of Ma- 
haska Hospital, Oskaloosa, Iowa. 
She resigned in 1947 after serving 
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culosis Hospital, Toledo, Ohio. Dr. 
Cohn was chief of the tuberculosis 
service of the regional Veterans 
Administration office in Cincinnati. 

He has previously served as 
medical director of the Western 
Oklahoma Tuberculosis Sanatori- 
um, Clinton, and as chief of staff 
at the Silvercrest Southern Indi- 
ana Tuberculosis Hospital, New 
Albany. 





BETTE WELIN, R.N., a graduate 
of Bishop Clarkson Memorial Hos- 
pital School of Nursing, Omaha, 
has been appointed superintendent 
of the new Boone County Hospital, 
Albion, Nebr. 





GEORGIA ARMEY, superintendent 
of Wells County Hospital, Bluff- 
ton. Ind., for the past six years, 
resigned March 15. Mrs. Armey 
has been replaced there by Dor- 
THA STEWART, who is a graduate 
of the Lutheran Hospital School 
of Nursing in Fort Wayne, Ind. 





ETHEL STINGER succeeded LETHA 
TAYLOR as superintendent of De- 
catur County Memorial Hospital, 


Greensburg, Ind., April 1. Miss 
Stinger formerly served as super- 
intendent of Rushville (Ind.) City 
Hospital, acting superintendent of 
Johnson County Memorial Hospi- 
tal, Franklin, Ind., and superin- 
tendent of The Clinic, Newcastle, 
Ind. ; 





GEORGE C. LOCKARD JR. has been 
named superintendent of Lompoc 
(Calif.) District Hospital. He stud- 
ied hospital administration at the 
School of Public Health, Univer- 
sity of Southern California. 





LAWRENCE G. TROUSDALE suc- 
ceeded E. C. H. PEARSON as super- 
intendent of Salt Lake County 
General Hospital, Salt Lake City, 
Utah, April 1. Mr. Trousdale pre- 
viously was director of social serv- 
ice at that hospital. 


Prior to service in the armed 


forces during World War II, he 
was director of the Salt Lake 
County Welfare Commission. 





JAMES V. DEVINE has replaced 
CARRIE B. KNOWLTON as superin- 
tendent of Webber Hospital, Bid- 


deford, Maine. Mr. Devine preyj- 
ously was assistant director of the 
Malden (Mass.) Hospital. 


AVOID 


Deaths 





Dr. WALTER WILLIAM CHIpMany, 
the first doctor to be named presi- 
dent of Royal Victoria Hospital, 
Montreal, Que., died April 4. He 
was a fellow of the American Col- 
lege of Surgeons, of which he was 
a governor from 1938 to 1941 and 
president in 1925. 

Dr. Chipman was also an hon- 
orary fellow of the Royal College 
of Obstetricians and Gynaecolog- 
ists, which he helped to establish 
30 years ago. 





Dr. CHARLES RICHARD DREw, a 
pioneer in the field of blood plas- 
ma, was killed in an automobile 
accident at Burlington, N.C., April 
1. Dr. Drew, who was professor of 
surgery at Freedmen’s Hospital, 
Washington, D.C., served as med- 
ical director of the wartime blood 
plasma program for British and 
American armed forces. 
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tom designed models a specialty. 
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Compare the space for two, non-folding chairs with 
that required for five folding Everest & Jennings 
Wheel Chairs. With hospital space requirements at 
an all time high, isn't it logical to specify Everest & 
Jennings Folding Wheel Chairs for hospitals, sani- 
tartums and rest homes. Hospital superintendents 
are cordially invited to write for a catalog and full 
particulars about the complete line of Everest & 
Jennings Wheel Chairs, parts and accessories. Cus- 


Manufactures of WING FOLDING CRUTCHES 


UNIVERSAL 
MODEL 


Consult your favorite dealer or write for catalog 
of special and custom made models and equipment 
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761 WORTH HIGHLAND AVENUE - LOS ANGELES 38, CALIF. 
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INVALID BED 

Combines the comfort and convenience of a home bed with 
modern hospital requirements. 

Low (18 inches) for ease in getting in or out, with smooth- 
ly operating center crank to raise bottom to regular 27 inch 
height. Easy turning handles for adjustable Gatch bottom save 
exertion in regulating comfortable back and leg positions with 
the least disturbance to the patient. For detailed information 
on this and other hospital furniture, write: 


FRANK A. HALL & SONS 


Since 1828 


200 Madison Avenue, New York 16, N. Y. 
Factories at 120 Baxter Street, New York and Southfields, N. Y. 
HALL BEDS WEAR LONGEST— GIVE BEST SERVICE ___— 
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> SPITALS 


A qualified dietitian saved the 


day, the budget and morale 


NELSON AMMONS 


TRIED IT FOR YEARS, but never 
] again will a hospital under my 
administration suffer the lack of a 
qualified dietitian! She is a major 
asset—an utter necessity! With her 
coming the general morale of our 
50-bed hospital soared to new 
heights; dietary services were 
dressed in professional attire; and 
the food budget was conquered. 

Every patient, every nurse and 
every employee judges the hos- 
pital, to a great extent, according 
to the food he eats there. Since 
most of the reactions received are 
based on the dietary services, it is 
wise to have the nutrition depart- 
ment under trained supervision. 

During the “never again” years, 
breakfast included applesauce and 
oatmeal—then oatmeal and apple- 
sauce for variety. For the sake of 
economy we had cheese souffle, 
with its typically depressed air. As 
a matter of convenience half a beef 
was purchased at a time, and all 
the tenderloins, T-bones and rounds 
were butchered and served as 
roasts—and roasted seven hours at 
400° F. to insure “doneness.” 

All this is now another chapter 
of hospital history — along with 
heated bricks in the infant incu- 
bator—and the dietitian has ush- 
ered in a new era. We doubted the 
Possibility of it, but she proceeded 
to plan all menus at least a week 
in advance, and the cooks actually 
followed them and liked this 
method. The menus were full of 
variety and appetite appeal and 
some quality the dietitian called 
nutritional adequacy. That last fac- 
tor demanded an increase in the 
amount of mild citrus and fresh 


—— 


Mr. Ammons is administrator of S i 
amari- 
tan Hospital, Nampa, Idaho. 
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vegetables, but as she declared it 
was necessary, we conceded. 

We overheard her saying in a 
meeting with her employees, ‘Hot 
food must be served hot and cold 
food must be served cold, and it 
must be attractive or no one will 
eat it!’’: 

Friendly public relations were 
established when the dietitian vis- 
ited patients to learn of prefer- 
ences and objections to foods. 
These were recorded, and the peo- 
ple felt that they received personal 
attention in meal service. Before 
long patients were saying, “Hos- 
pitalization isn’t so bad after all. 
At least they serve good food.” 
Furthermore, they were anticipat- 
ing meal hours and calling for 
“seconds” instead of refusing trays. 

Lack of a dietitian was expen- 
sive in hospital morale. 

A dietitian brings to the hospital, 
however, more than just good will. 








When it wasn’t applesauce and oat- 
meal, it was oatmeal and 
applesauce. 


In institutional food preparation 
and service and in personnel man- 
agement she is professionally com- 
petent. Her specialized training in 
nutrition is a considerable asset to 
the physician. Often she gives 
therapeutic dietary treatment that 
may be of equal importance to 
medication or surgery. There are 
many times, too, when convales- 
cents need and appreciate the die- 
tary instructions that she can give 
them upon their dismissal from 
the hospital. 

The dietitian serves as an in- 
structor in our training school for 
student nurses. She teaches the 
courses in nutrition and diet ther- 
apy and also supervises each stu- 
dent in six weeks of practice in 
planning, preparing and serving 
special diets in the hospital. 

I shudder to think of how these 
professional services were cared 
for—or, more accurately, ne- 
glected—in the “never again” 
years. 

A dietitian knows that “the 
quickest way to a man’s heart is 
through his stomach,” but we 
know that the way to an adminis- 
trator’s heart is through his bud- 
get. The dietitian knows it too. 
With diligent, consistent effort she 
has gained control of purchasing 
and production of all the hospital 
food, which literally means budget 
control. 

She keeps accurate records of 
the date, amount, brand, source 
and price of everything she buys. 
She knows how rapidly she uses 
each item and how much is on 
hand. Even high-pressure sales- 
manship submits to the facts in her 
records; so she maintains purchas- 
ing control in spite of salesmanship 
psychology. 

By careful menu planning, per- 
sonal supervision and a complete 
recipe file planned to fit the needs 
of our hospital, she controls food 
production. This is done only by a 
person trained in institution man- 
agement. 

In order to keep food costs at 
a minimum she checks various 
sources and methods and con- 
cludes, for example, that in mak- 
ing our own salad dressing we 
saved 60 per cent of the former 
cost of commercial products and 
had dressings that were equally 
satisfactory. She found that it cost 
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FOOD SERVICE is a large-scale operation at U. S. Naval << 
Hospital, Long Beach, California. At the present its facilities provide es 
4650 meals daily for patients and staff of the 1500-bed hospital. But the galleys 
and bakeries are capable of serving 16,500 meals, their daily capacity during World War II 


Throughout the hospital galleys, GAS plays a major role in cooking and baking. Virtually 
\ every type of modern Gas Equipment is used in the various food departments. Automatic controls are 
\ . 


N employed to assure maximum fuel efficiency and proper temperature for each cooking and baking operation. 
’ The array of modern Gas Equipment for cooking and baking in this important hospital emphasizes 
wl the versatility of GAS for volume food preparation. Your Gas Company Representative will 
we give you full details on any specific application of Gas Cooking or Baking Equipment. 
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less to buy frozen orange juice 
than to buy oranges and have the 
employees squeeze the juice, and 
the quality of the frozen juice is 
the same as that of the fresh 
oranges. 

Being in a rich garden and or- 
chard valley and believing that the 
hospital had many friends who 
would donate produce and labor, 
this enterprising dietitian sug- 
gested the establishment of a com- 
mercial cannery for the hospital. 
After extensive study and investi- 
gation, we finally decided to launch 
the project. With her assistance in 
planning, managing and controll- 
ing the procedures, a great volume 
of canning was done with consid- 
erable saving, even in the first ex- 
perimental year. Furthermore, this 
resulted in an extra supply of 
fruit and vegetables for the hos- 
pital. 

We struck the jackpot in pur- 
chasing an ice cream machine, but 
it attracted entirely too much at- 
tention from the other depart- 
ments. This delicious cream costs, 
however, only one-third as much 
per gallon as the commercial ice 
cream. Consequently, it is being 
served much more frequently—in 
lieu of cornstarch puddings—to the 
extreme delight of all. 

It was a dramatic day when this 
dietary budgeteer located a traitor 
in our midst. She placed before me 
graphs, drawn from her inventory 
book, indicating a drastic increase 
in the consumption of coffee coin- 
cident with the increase in price; 
more cases of eggs used than the 
servings on the menus or the num- 
ber of patients justified; an unex- 
plained increase in the use of mar- 
garine and butter, and a peculiarly 
large number of lemons purchased 
with very few accounted for on the 
menus. These dietary figures were 
our only reporters of trouble, but 
within a very few days the food 
thief was located and arrested. 
Again I was thankful for the 
trained dietitian on our staff. 

In the final analysis the dietitian 
has credited the hospital with a 
desirable reputation, nutritional 
adequacy, professional dietary 
services; and withal the food cost 
is 18 per cent less this year than 
it was last year. Maintaining a 
hospital without a dietitian is too 
expensive. I’ll never try it again! 
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Plastic-coated plates 


IN THOSE HOSPITALS where paper 
plates are used for some patient 
service, a new plastic-coated plate 
may help to eliminate the com- 
plaints now sometimes heard that 
they are not really ‘“gravy-proof.” 
This new type of plate has a plastic 
surface that is bonded to the paper 
base. The plate is used once and 
then discarded. 

The plastic-coated plates in 
fluted style are available in three 
sizes: Six, eight and nine inches. 
They are made in decorator colors 
of burgundy and chartreuse and 
the four pastel colors of rose, 
green, canary and blue. 


Sterilization indicators 


The use of indicators that will 
show completeness of terminal 
heating of infant formulas is a 
step to be recommended. One type 
now being marketed can be used 
for high-pressure terminal heat- 
ing—230° F. for 10 minutes. It is 
reported that another will soon 
be available for indicating proper 
temperature control in the non- 
pressure method. This requires a 
device that will show that the tem- 
perature has been maintained at 


* 212° F. for 25 minutes. 


One problem that cannot be 
overcome at this time by the use of 
indicators is the overexposure to 
the heat treatment. This is particu- 
larly important in hospitals (using 
high-pressure terminal heating 
method) having old-fashioned 
autoclaves where the come-up time 
is far longer than it should be. 

H. E. O. Heineman, one of the 
members of the committee that de- 
veloped the Association’s infant 
formula room manual, reports that 
he has found overexposure a rather 
common problem. It is not as great 
a problem, of course, where the 





The Dietetics Administration de- 
partment is edited by Margaret Gil- 
lam, dietetics specialist. 





autoclaves are in good condition 
and properly maintained. 


Fresh fruits and vegetables 


Hospital dietitians and purchas- 
ing agents now may obtain, at 
no cost, a monthly report on the 
availability and wholesale prices 
of fresh fruits and vegetables. The 
United Fresh Fruit and Vegetable 
Association compiles, each month, 
a report on 40 or 50 different fresh 
fruits and vegetables, and it is 
offering this service without ex- 
pense to any hospital that requests 
it. 

The report is mailed on the twen- 
tieth day of each month, covering 
supply during the following month. 
The material is compiled by R. A. 
Seelig, director of information for 
that association. 

Any hospital wishing this serv- 
ice may have it by writing the 
United Fresh Fruit and Vegetable 
Association, 2017 S Street, N. W., 
Washington 9, D. C., and asking 
for the Green Grocery Monthly 
Supply Letter. 

The fresh fruit and vegetable 
association also issues a monthly 
publication called Menu Ideas. This 
provides information on the prep- 
aration and use of five different 
fruits and vegetables which vary 
according to the season. This report 
also is available without charge 
to those who have use for it. 


Vegetable cookery 


Among the helpful tips that hos- 
pital dietary workers received 
from the refresher course for cooks 
sponsored by the District of Colum- 
bia Dietetic Association last No- 
vember were the following points 
given in a paper on vegetable 


‘cookery: 


Storage: Fresh vegetables should 
be stored as soon as delivered. 
They should be covered and kept 
in a cool place. They should be 
used soon. Storage for canned foods 
should be well ventilated. These 
products should not be stored near 
steam pipes or radiators. Dried 
vegetables should be stored in 4 
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Meets Every Test for 
Hospital Feeding 


Economical: 


Once thought to be a delicacy that could be afforded only on 
holidays, turkey is now one of the most economical of all 
meats — especially at today’s prices — the lowest in ten 
years! Many hospitals report that they can obtain 60 or 70 
generous servings from a large turkey—at one of the lowest 
costs per serving of any meat. 


Preferred by Patients: 


A careful survey of one large Chicago hospital shows that 
90 per cent or more of all hospital patients like turkey. 
Next to roast beef and breaded lamb chops turkey ranked 
highest on the popularity list . . . and the very highest on 
the list of those within the hospital’s budget range. 


High Nutritional Value: 


Hospital dietitians generally agree that turkey can be served 
on virtually any diets except those specifically prescribed for 
a special condition. It is high in nutritive value. 


Labor Saver: 


Turkey is a definite labor-saver; it can be prepared during 
slack hours and reheated just before serving. It costs less 
per portion — and less to serve. 


TURKEY LOAF . . . With rich mushroom sauce, Frenched green 
beans, sliced green onions cooked in butter, and kumquat and peach 
salad. To make turkey loaf combine ground turkey with ground veal 
and pork; add bread crumbs and egg; season and bake. Cook sliced 
green onions in bacon drippings and add to cooked beans. 


TURKEY AND NOODLE CASSEROLE . . . With asparagus, radish 
and lettuce cup, Melba Toast. Cube turkey, cook noodles, pimento, 
green pepper in well seasoned cream sauce. Bake with buttered 
crumbs on top. 


TURKEY A LA KING . . . With green beans and spiced Kumquats 
on water cress. Cube turkey and mix with green pepper and pimento 
in well seasoned cream sauce. Serve on baking powder biscuits. 


onde gia F R E TURKEY HANDBOOK 
hough aon, RECIPE PAMPHLET 


NATIONAL TURKEY 
FEDERATION "us" 


National Turkey Federation 
Mt. Morris, Illinois 


[ Please send me one free copy of 84-page Turkey 
Handbook; and 


O A free copy of a new and authoritative folder giving 
basic recipes and portion costs of 24 most popular 
turkey dishes for institutional use. Single copies free. 


Name of Institution 





Street or P. O. Box 
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cool, dry place. The temperature 
for storing frozen vegetables is 10° 
F., and these vegetables should 
never be refrozen. Cooked vege- 
tables should be stored covered in 
the refrigerator and used within 
48 hours. 

Cooking: When vegetables are be- 
ing cooked, only a minimum of 
water should be used, and it should 
be boiling. A slight degree of the 
crispness of fresh vegetables and 
more vitamins are retained if 
vegetables are cooked in the short- 
est time possible. Also to retain the 
vitamins and minerals, vegetables 
should be pared or peeled thinly. 

Commercially canned vegetables 
should be heated in their own 
liquor, concentrating to one-third 
or one-half. They should not be 
cooked, only heated, for cooking 
already has taken place. 

Frozen vegetables are best if 
cooked while partially frozen, for 
if completely thawed, they shrink, 
lose flavor and become tough. An 
exception to this is corn on the 
cob. General cooking principles for 
fresh vegetables apply to frozen 
ones, except that cooking times are 
different. The time required for 
the frozen vegetables is one-third 
to one-half that for fresh vege- 
tables. 

Seasoning: The seasoning of vege- 
tables has a great effect upon the 
edibility of the vegetable. Salt 
should be used in the general pro- 
portion of one tablespoon to one 
gallon, with the exception of cab- 
bage, which takes twice that 
amount. The proportion for sugar, 
if used, is 45 ounces to 25 pounds 
for string beans, beets, cabbage, 
sauerkraut and turnips. The 
amount of spices, condiments and 
sauces used depends upon the 
vegetable and the accompanying 
foods. 

Miscellaneous: Combinations of 
canned and fresh or frozen vegeta- 
bles add variety to the menu. Such 
combinations are canned peas and 
onions, stewed tomatoes and cel- 
ery, and stewed corn and green 
peppers. 

Canned meats, poultry and fish 
save labor and preparation time 
for main courses. Thus, canned 
vegetables can be used with other 
ingredients for entrees in such 
ways as these: (1) With sauces 
over toast, (2) for omelet fillings, 
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(3) in pot pies, (4) with rice, 
noodles and spaghetti, (5) creamed 
with eggs, poultry, fish or meats, 
(6) in stuffed peppers, cabbage or 
eggplant, (7) in souffles, rarebit 
and custards and (8) in salads and 
cold plates. 


Turkeys are plentiful 


Because of the large carry-over 
of quality turkeys in cold storage, 
this poultry has become an eco- 
nomical buy for hospital servings. 
Reports indicate that the cold stor- 
age holdings for March were 128 
million pounds, one of the largest 
carry-overs ever recorded in the 
history of the turkey industry for 
this time of year. 

The Poultry and Egg National 
Board points out that in previous 
years some hospitals have served 
turkey on a year-around basis be- 
cause of its economy. With prices 
of turkey as they are today, turkey 
becomes even more economical. 


Workshops for dietitians 
Workshops in foods and nutri- 
tion and in institutional dietetics 
administration are being sponsored 
this summer by the School of Home 
Economics of Michigan State Col- 
lege, East Lansing. Credits for the 
three courses to be given may be 
used in partial fulfillment of the 
requirements in nutrition in the 
American Dietetic Association. 
The institution administration 
course, stressing organization and 
management, is designed for ad- 


‘ministrative dietitians, residence 


hall managers and others con- 
cerned with quantity food service. 
Training will be given in handling 
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records and in _ technical aids 
through which operational costs 
are controlled. 

The advanced nutrition course 
will present the recent advances in 
nutrition and the applications to 
diet therapy. The course in dem- 
onstrations in foods and nutrition 
will provide opportunities for ob- 
servation and experience in the 
type of demonstration suitable for 
the classroom, adult groups and 
the commercial situation. 

- The workshop will be from June 
19 to July 21, with each of the 
three courses being for two weeks, 


Small ranges 


Conservation of space is a uni- 
versal problem for those respon- 
sible for diet kitchen service. Cook- 
ing ranges often are bulky. Small 
electric table-top ranges may be 
the answer for some who are now 
planning rearrangement or remod- 
eling programs. 

One model that may be a solu- 
tion for some can be mounted on 
a cabinet or counter. It has a cook 
top at the side of the cven. The 
dimensions of the range are as fol- 
lows: Length, 57%”; depth, 30’; 
height of cooktop, 1034”; height to 
oven top, 22%4”. 

It is suggested that the cabinet 
or counter be 25%” high to place 
the cooktop at the correct height 
of 36”. 

This small range is suitable for 
heating dishes, baking potatoes and 
preparing short orders in the diet 
kitchen.—M.G. 


Further information about materials re- 
ferred to in these columns may be had 
by writing to: Hosprrats, Editorial Depart- 
ment, 18 E. Division Street, Chicago 10. 





Master Menus for June 


THE JUNE SERIES of the American Hospital Association’s Master Menu 
is printed below. The June menus were prepared by Miss Rosemary 
Brown, director of dietetics of the Toledo Hospital, and Margaret Gillam, 
dietetics specialist for the American Hospital Association. 

To use these menus, type the day-by-day 
menu suggestions on transfer slips and at- 


tach the completed slips on the spaces and 


June 1 


corresponding numbers on the breakfast, 1. Half Grapefruit 


dinner and supper wall charts. 


Additional blocks of the perforated 
transfer slips and Master Menu kits may 
be purchased from the American Hospital 


2. Orange Juice 

3. Rolled Oats or Wheat and 
Barley Kernels 

4. Poached Ege 

5. Broiled Bacon 

6. Cinnamon Rolls 


7. Consomme 


Association, 18 E. Division Street, Chicago, 8. Crisp Crackers 


10. 


9. Ham Stea 
10. Broiled Beet Pattie 
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Health Arguments on Capitol Hill 


Reconvening of the House of 
Representatives on April 18, fol- 
lowing its 12-day Easter recess, 
signaled resumption of activity 
along many lines of critical im- 
portance to the nation’s hospitals. 
Debate was resumed on the 1951 
appropriations bill, accompanied 
by presentation of strong argu- 
ments against the recommendation 
of the House Appropriations Com- 
mittee that Hill-Burton funds be 
halved to $75,000,000. Increased at- 
tention was paid on Capitol Hill to 
planning for civilian defense, a ma- 
jor problem of which is optimum 
utilization and coordination of all 
hospitals. 

On April 24 the Senate Commit- 
tee on Labor and Public Welfare 
was scheduled to hear testimony 
by Senator Lester C. Hunt (D., 
Wyo.) in support of his bill estab- 
lishing a federal system of volun- 
tary health insurance and creating 
a department of health. The same 
committee planned to hold hear- 
ings April 25-27 on the bill (S. 
2008) setting up a United Medical 
Administration. Testimony is to be 
taken May 9-10 on the Humphrey 
bill (S.1805) authorizing federal 
financial aid to health cooperatives. 

Government subsidies: One of the 
most far reaching measures now 
pending in Congress—H.R.5940, on 
government subsidies for medical, 
hursing and certain other profes- 
sional schools in the health sci- 
ences—is still in process of amend- 
ment by House Interstate and For- 
eign Commerce Committee. In its 
present form, all scholarships are 
eliminated except that schools of 
nursing may use part of their sub- 
sidies for this purpose if they 
choose, with consent of the surgeon 
general of Public Health Service. 
The bill that passed the Senate last 
year (S.1453) provided for a full 
scholarship program. Hence, if the 
House measure is passed, a joint 
conference will be required. 


Hill-Burton Appropriations 


A great many members of House 
and Senate, as well as their respec- 
tive appropriations and health leg- 
islation committees, are being del- 
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uged with protests against the 
move to back the Hill-Burton pro- 
gram 50 per cent. It is regarded 
as almost certain that full restora- 
tion will be made before the 
measure is sent to White House for 
signature. 

‘Opposition: The keynote of the 
opposition was sounded on April 
4 by Rep. Frank B. Keefe (R., 
Wis.), soon after opening of debate 
on the appropriations bill. Holding 
the floor for almost two hours, he 
laid emphasis on harm that would 
result if the government goes back 
on its pledge to allocate $150,000,- 
000 annually for encouragement 
of hospital expansion and improve- 
ments. 

“The major gap in our medical 
care facilities is the nation’s hos- 
pital facilities,” he declared. ‘“Un- 
less they are expanded, research 
findings must remain in large part 
sterile. Moreover, we must have an 
adequate hospital system, particu- 
larly in rural areas, if preventive 
medicine is to be practiced on the 
same scale required both to save 
lives and to avoid the heavy costs 
that arise from postponing ade- 
quate medical attention.” — 

He reviewed the successful ad- 
ministration of the Hospital Sur- 
vey and Construction (Hill-Bur- 
ton) Act of 1946, which he 
characterized as “a model of co- 
operative planning to meet human 
needs.” State and local govern- 
ments and citizens groups have 
made plans, many of them nego- 
tiating bond issues, predicated on 
full federal support of $150,000,- 
000, and “this House cannot deal 
in an off-hand cavalier fashion 
with its commitments to states and 
localities,”” Rep. Keefe said. He was 
equally critical of the proposed re- 
duction of cash appropriations 
from $125,000,000 to $100,000,000 
and total elimination of an item for 
$1,000,000 to finance study grants 
aimed at improving hospital serv- 
ices and promoting regional utili- 
zation of facilities. 

Demands restoration: The stout- 
voiced Wisconsin Republican, ex- 
plaining that his main incentive as 
a House member is to do every- 


thing possible to foster the nation’s 
health, also demanded restoration 
of a $379,094 cut in Hill-Burton 
administrative expenses; deplored 
reductions made by the appropria- 
tions committee in grants for con- 
struction of medical research facil- 
ities, and bitterly criticized the 
committee’s “reckless and wanton” 
handling of the hospital and re- 
search items. 

“My friends, if you are inter- 
ested in socialization of medicine, 
if that is what you want to see 
come, you follow the attitude of 
the chairman of the appropriations 
committee and you will get it,’ he 
told his House colleagues.” 

Rep. Clarence Cannon (D., Mo.) 
is chairman of the committee. Rep. 
Keefe is the ranking Republican 
member of the subcommittee that 
considered the Federal Security 
Agency funds section of the omni- 
bus appropriations measure now 
under consideration in the House. 

Both Rep. Keefe and Rep. Albert 
Gore (D., Tenn.) announced their 
intentions of introducing amend- 
ments designed to overrule reduc- 
tions in Hill-Burton ‘allotments 
proposed by the Cannon commit- 
tee. 

Moral support: Similar views were 
expressed by Rep. James T. Pat- 
terson (R., Conn.), who assert- 
ed it would be “a clear breach of 
faith” if Congress allocated only 
$75,000,000 in Hill-Burton contract 
authorization only a year after it 
had authorized an annual level of 
$150,000,000.” 

Membership of the House Com- 
mittee on Interstate and Foreign 
Commerce, which handles all sub- 
stantive hospital and health legis- 
lation, is solidly behind the argu- 
ments of Reps. Keefe, Gore, Pat- 
terson and others who have ex- 
pressed opposition to the reduction. 
On the Senate side, a significant 
point is that Senator Lister Hill 
(D., Ala.) is a member of both the 
appropriations and the labor and 
public welfare committees. As co- 
author of the original hospital aid 
law, his strong support of restora- 
tion is assured. 

Confident that their campaign 
will succeed, the Division of Med- 
ical and Hospital Resources, of the 
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FOR PHYSICIANS, SURGEONS 


In Office, Home, Operating Room 
and All Cleansing Procedures 
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You'll say it’s a top quality bar of hard-milled 
soap—yet its ingredients give results never ob- WHAT YOU GET IN GAMOPHEN 
tained from any soap. 

Gamophen contains hexachlorophene (2%),* 
the most effective, longest-acting skin antiseptic 
known. The soap base was specifically selected to 
provide optimum release of hexachlorophene’s 
bactericidal properties, without irritating or 
drying the skin. Gamophen hasbeen tested in 
314 years of laboratory and clinical evaluation. 


Bactericidal action. 

Sustained low count in regular use. 
Emollient effect —no irritation. 

Quick, rich lather in any water. 

Economy —less than half the cost of liquid 
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soap. 
Tremendous Time Saver—3-minute scrub is 


sufficient. 


Prolonged Antibacterial Effect 


Hexachlorophene exerts a prolonged antibac- 
terial effect against resident flora of the skin, standara scrub of 15 or 20 minutes may safely 
gram-positive and gram-negative organisms, be reduced to from 3 to 6 minutes when Gamo- 
pathogenic and non-pathogenic bacteria. phen is used. 

Several investigators have found that the In a series of comparison tests it was found 
“Te vlorophene” has been accepted by the Council on Pharmacy and that the bactericidal action of Gamophen was 
Chemistry of the American Medical Association as the generic term for any Ry . 

36% greater against mixed cultures of S. aureus, 


, dihydroxyhexachlorodiphenyl methane. 
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Emollient, Rich-Lathering, Fast-Acting 
Continuously-Effective, Economical 





S. hemolyticus and E. Coli, and 10% greater 


'N against Cl. welchii, than 314% tincture iodine. WHERE TO USE GAMOPHEN 
When used routinely for all cleansing occa- 
sions in hospital, office and home, Gamophen es- In office and home. 


tablishes a protective anti-bacterial film which In the hospital wherever soap is used—by 


exerts a continuous action. The marked degree 
of suppression achieved is maintained as long as 
this soap is used regularly and for several days 
after its use is stopped. The use of alcohol or 


staff personnel or patients. 
For pre-operative antisepsis of skin. 
Industrial clinics and first aid stations. 














des other solvent rinses is contraindicated. 
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Bactericidal in 3-minute Scrub : ae ae , 
— other vehicles, such as certain liquids having an 
Gamophen Soap is alkaline in solution, with acid pH, in which it is bacteriostatic but not 
y safely § pH of 8.5 to 9. It is bactericidal ina 38-minute _ bactericidal. Liquid solutions having an acid pH 
.Gamo- § scrub in the concentrations used in normal scrub lower the effectiveness of hexachlorophene. 
conditions. It quickly produces a thick, rich Gamophen is supplied in 414-o0z. bars for 
s found § lather, even in hard and cold water. Every lot home and office; in 2-oz. bars for hospital per- 
hen was §f produced is tested for potency. sonnel and patients’ use. 
aureus, In other tests, hexachlorophene in Gamophen 
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(May be clipped and pasted to Penny Post Card) 


ETHICON, New Brunswick, N. J. DEPT. H-550 
Please send Gamophen Soap and Literature. 
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Public Health Service, now is ex- 
amining more than 60 applications 
for special research grants to sup- 
port studies on improvement of 
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hospital services and coordination 


of community and regional facil- 
ities. Final screening will be by 
the Federal Hospital Council study 
section. Should the $1,000,000 item 
for initiation of this program, 
authorized by the Hill-Burton 
amendment of 1949, be withheld 
by Congress, data contained in the 
application forms will be turned 
over to the Division of Hospital 
Facilities for possible use. 
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Two-Day Institutes 


Two-day institutes in account- 
ing, public relations and dietetics 
have been planned by the Associa- 
tion to coincide with regional hos- 
pital association meetings in May. 

Accountants of the Carolinas and 
Virginias have an institute in 
Charleston, S. C., on May 9-10, 
just before their regional meeting, 
at which they will learn about in- 
De tee aan, ‘mrt 


Maude E. Parkes, The California 
Hospital, Los Angeles; Nancy M. 
Poteet, University of Virginia Hos- 
pital, Charlottesville; Mildred 
Smith Welborn, Anderson (S. C.) 
Memorial Hospital; Adeline Wie- 
derhoeft, Denver General Hos- 
pital, and Mildred McDermott, 
Children’s Hospital, Washington. 


Dr. Bluestone Fellowship 
Hadassah, the Women’s Zionist 
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Public Health Service, now is ex- 
amining more than 60 applications 
for special research grants to sup- 
port studies on improvement of 
hospital services and coordination 
of community and regional facil- 
ities. Final screening will be by 
the Federal Hospital Council study 
section. Should the $1,000,000 item 
for initiation of this program, 
authorized by the Hill-Burton 
amendment of 1949, be withheld 
by Congress, data contained in the 
application forms will be turned 
over to the Division of Hospital 
Facilities for possible use. 


Federal hospital controversy 


A many-sided controversy over 
federal hospitalization continued 
last month, with the military, the 
Veterans Administration, the Bu- 
reau of the Budget and Congress 
deeply involved. Chief develop- 
ments were: (1) The postpone- 
ment of a Veterans Administration 
order discharging nearly 4,900 doc- 
tors, nurses and other employees 
of its Department of Medicine and 
Surgery, pending congressional 
action on a request for deficiency 
funds; (2) refusal of Department 
of Defense to back down on its 
order closing five army and navy 
hospitals and reducing 13 others 
in size, in spite of pressure by 
House Armed Services Committee; 
(3) increasing sentiment on Capi- 
tol Hill for reactivation of the old 
Federal Board of Hospitalization 
(abolished a few years ago) or 
creation of some other unit to co- 
ordinate federal hospital construc- 
tion and to effect compatibility 
with the Hill-Burton program. 

Concerning themselves with var- 
ious phases of the complex problem 
are several congressional commit- 
tees—Veterans Affairs, Appropri- 
ations, Labor and Public Welfare, 
Expenditures and Armed Services 
—which makes for additional com- 
plications, as each prefers to look 
at federal hospitalization through 
the eye of its own specialty. 


Atomic Defense 

Useful background and current 
information on planning for civil 
defense against atomic attack is 
contained in a two-volume report, 
published by the Joint Congres- 
sional Committee on Atomic En- 
ergy. Single copies of each volume 
are obtainable, without charge, 
upon application to the Committee 
(U.S. Capitol) or to Dr. Norvin C. 
Kiefer, director, Health Resources 
Division, National Security Re- 
sources Board, Washington 25, D.C. 
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Two-Day Institutes 


Two-day institutes in account- 
ing, public relations and dietetics 
have been planned by the Associa- 
tion to coincide with regional hos- 
pital association meetings in May. 

Accountants of the Carolinas and 
Virginias have an institute in 
Charleston, S. C., on May 9-10, 
just before their regional meeting, 
at which they will learn about in- 
creased operating efficiency and 
hospital accounting procedures. 

Public relations methods and 
media will be taught at the May 
15-16 institute in Minneapolis 
which is followed by the Upper 
Midwest Hospital Conference. 

Immediately preceding the Mid- 
dle Atlantic Hospital Association 
meeting in Buffalo and sponsored 
by that group, will be the Insti- 
tute on Hospital Dietetics. A full 
two-day program has been planned 
to assist administrators and dieti- 
tians in the management and ef- 
fective operating control of the 
hospital dietary service. 


Veteran Education 


Comparative figures show that 
there were 4,790 veterans in pre- 
medical enrollments last Decem- 
ber 1, a drop of 74 per cent from 
the figure for December 1, 1947. 
Veterans already in medical school 
in 1949, however, numbered only 
22 per cent less than the total for 
1947. Over-all college enrollments 


declined 36 per cent for the same 


period of time. 


Pacific Mills Winners 


Ten winners of scholarships to 
the short course in hospital house- 
keeping held at Michigan State 
College, Lansing, from April 3 to 
May 27 were announced recently. 
The scholarships were awarded 
from the Pacific Mills Hospital 
Education Fund. A special scholar- 
ship selection committee, composed 
of representatives of the American 
Hospital Association, Pacific Mills 
and Michigan State College, made 
these awards. Winners were: 

Lincoln Fields, Victoria Hos- 
pital, London, Ont.; Bette E. Guda, 
Starling-Loving University Hos- 
pital, Columbus, Ohio; Henrietta 
Huizenga, Berea (Ky.) College 
Hospital; Dorothy Jane Meadows, 
Vanderbilt University Hospital, 
Nashville; Marie L. Olson, St. 
Luke’s Hospital, Racine, Wis.; 








Maude E. Parkes, The California 
Hospital, Los Angeles; Nancy M., 
Poteet, University of Virginia Hos- 
pital, Charlottesville; Mildred 
Smith Welborn, Anderson (S. C.) 
Memorial Hospital; Adeline Wie- 
derhoeft, Denver General Hos- 
pital, and Mildred McDermott, 
Children’s Hospital, Washington. 


Dr. Bluestone Fellowship 


Hadassah, the Women’s Zionist 
Organization of America, recently 
announced the creation of a $5,000 
fellowship fund in honor of Dr. E. 
M. Bluestone, director of Montefi- 
ore Hospital in New York City. 
The fund will go to Israel students 
for study in the field of hospital 
administration in the United States. 
An additional $1,000 will be used 
for research in the general field of 
medical science on a project to be 
selected by Dr. Bluestone and 
Hadassah. 

Dr. Bluestone was director of the 
Hadassah Medical Organization in 
Palestine from 1926 to 1928 and 
was instrumental in establishing 
the Hadassah-Hebrew University 
Medical Center in Jerusalem in 
1939. 


Advisory Board 


Dr. Jacob J. Golub and Dr. 
Charles F. Wilinsky have been ap- 
pointed to the medical advisory 
board of the Hebrew University- 
Hadassah Medical School in Jeru- 
salem. Fourteen other Americans 
prominent as medical scientists, 
teachers, clinicians and adminis- 
trators will serve with them. ~ 

Hebrew University-Hadassah 
Medical School, opened in May 
1949, is the only medical school in 
Israel. The medical advisory board 
being established at this time will 
give counsel and guidance to the 
school on problems of curriculum, 
teaching staff and research, and 
will assist the Hadassah Medical 
Organization in its public health 
program in Israel. A program of 
expansion for the school will also 
be under the planning of the board. 

Dr. Wilinsky is president-elect 
of the American Hospital Associa- 
tion and director of Beth Israel 
Hospital, Boston. Dr. Golub, med- 
ical director of the Hospital for 
Joint Diseases in New York City, 
is chairman of the Association’s 
Council on Hospital Planning and 
Plant Operation. 
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Many hospitals have asked us to conduct their repeat 


fund-raising campaigns in 1950. 


Higher building costs and a steadily mounting demand 
for beds have caused them to present their needs to the 


public once again. 


And, once again, they’ve chosen direction by Ketchum, Inc. 


MIAMI VALLEY HOSPITAL at Dayton, Ohio, 
for which this firm directed an over-the-goal cam- 
paign which raised $2,225,000 in 1942, will soon 
launch an effort—directed by Ketchum, Inc.—to 
obtain additional building funds. 





KENT COUNTY MEMORIAL HOSPITAL at 
Warwick, Rhode Island, has retained Ketchum, 
Inc. to direct a county-wide campaign this year. 
Two years ago we managed a campaign which 


raised $768,000 for this hospital. 





GUERNSEY COUNTY MEMORIAL HOS.- 
PITAL at Cambridge, Ohio, has asked us to direct 
a summer campaign to add funds to the $384,000 
which we raised for them in 1946. 








BEDFORD COUNTY HOSPITAL at Bedford, 
Pennsylvania, has invited Ketchum, Inc. back 
again to direct a summer campaign to increase 
their building fund of $648,000 raised in an over- 
subscribed campaign in 1948. 





MASSILLON CITY HOSPITAL at Massillon, 
Ohio, has enlisted our guidance in a 1950 cam- 
paign. We directed an over-the-goal campaign 
for this hospital nine years ago. 





The folks responsible for these great institutions—board members and administrators—know us. 


They know what direction by Ketchum, Inc. can mean to a hospital seeking capital funds. 


Ketchum, Ine. 


CAMPAIGN DIRECTION 


CHAMBER OF COMMERCE BUILDING, PITTSBURGH 19, PA. 
500 FIFTH AVENUE, NEW YORK 18, N. Y. 


Cartton G. Ketcoum Norman MacLeop McCLeAan Work 
President Executive Vice President Vice President 


Member American Association of Fund Raising Counsel 
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More Regional Groups to Meet 


Delegates to the Upper Midwest 
Hospital Conference to be held in 
Minneapolis on May 17, 18 and 19, 
will find a program offering spe- 
cialized sessions to meet the inter- 
ests of all participants. The third 
annual convention of the regional 
group features notable speakers 
and 140 exhibits on display at the 
Minneapolis Auditorium. 

Special programs are scheduled 
for women’s auxiliary members, 
dietitians, housekeepers, hospital 
and medical librarians, nurses, oc- 
cupational therapists, pharmacists 
and social workers. Allied groups 
holding their own programs and 
business meetings include anes- 
thetists, medical record librarians 
and technologists. 

Administrative and medical staff 
problems involved in_ hospitals 
with 35 or fewer beds will be the 
subject for discussion on the last 
day’s program. Other topics for 
general sessions are financing hos- 
pital care, patient care and ac- 
counting procedures. - 

President of the conference this 
past year has been Donald M. Cox, 
secretary and manager of the Win- 
nipeg (Man.) Municipal Hospitals. 


Architects Seminar 


When the Upper Midwest Hos- 
pital Conference convenes in Min- 
neapolis on May 18, about 2,000 
hospital administrators will be 
meeting in conjunction with ar- 





OFFICERS of the New England Hospital Assembly, elected in Boston late in March, are 
J. Hancock, President Paul J. Spencer, Treasurer 
ded Lester E. Richwagen. 


(left to right) Vice President Richard 


Lois A. Bliss, Secretary Theodore F. Childs. Mr. Sp 
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chitects coming from the central 
and north central states. The two- 
day hospital planning seminar is 
being sponsored by the Minneapo- 
lis and St. Paul chapters of the 
American Institute of Architects 
and is the first program of its sort 
to be arranged in that region. 


Middle Atlantic 


The Middle Atlantic Hospital 
Assembly’s second annual conven- 
tion will take place in Buffalo on 
May 24, 25 and 26. Convention 
headquarters will be at the Statler 
Hotel, and meetings and exhibits 
will be in Memorial Auditorium. 


New England 


A record attendance of 5,080 
delegates participated in the New 
England Hospital Assembly’s 1950 
meeting held late in March in Bos- 
ton. 

Officers elected for the coming 
year are: President, Paul J. Spen- 
cer, director, Lowell (Mass.) Gen- 
eral Hospital; vice president, Rich- 
ard J. Hancock, director, Lawrence 
and Memorial Hospitals, New Lon- 
don, Conn.; secretary, Theodore F. 
Childs, director, Brockton (Mass.) 
Hospital, and treasurer, Lois A. 
Bliss, superintendent, Franklin 
(N.H.) Hospital. 

Next year’s meeting is already 
in the planning stage. The meeting 
will be on March 26, 27 and 28 
at the Statler Hotel in Boston. 








Midwest 

The Midwest Hospital Associa- 
tion, meeting April 12-14 in Kan- 
sas City, chose Kenneth Wallace, 
business manager of the Univer- 
sity of Oklahoma Hospital, Okla- 
homa City, as _ president-elect. 
Other new officers are: President, 
Roy R. Anderson, assistant super- 
intendent, Presbyterian Hospital, 
Denver; vice presidents, Rev. B. 
O. Lytle, superintendent, Nebras- 
ka Methodist Hospital, Omaha, and 


Marvin Altman, administrator, 
Sparks Memorial Hospital, Fort 
Smith, Ark., and treasurer, R. L. 
Loy, business manager, Mercy 
Hospital, Oklahoma City. 
Protestant Committees 
Committee members for the 


American Protestant Hospital As- 
sociation were announced late in 
March. Appointments are as fol- 
lows: 

Executive committee: C. E. Cope- 
land, Missouri Baptist Hospital, 
St. Louis; Robert E. Neff, Metho- 
dist Hospital, Indianapolis; Chap- 
lain Granger E. Westburg, Augus- 
tana Hospital, Chicago; the new 
president of the association, Dr. 
Malcolm T. MacEachern of Chi- 
cago, and executive director Albert 
G. Hahn, Protestant Deaconess 
Hospital, Evansville, Ind. Leo M. 
Lyons, administrator of St. Luke’s 
Hospital, Chicago, is president- 
elect of the association. 

Government relations commit- 
tee: Chairman, Arthur M. Calvin, 
Minnesota Hospital Service, St. 
Paul; Dr. Frank R. Bradley, Barnes 
Hospital, St. Louis; Dr. Fred G. 
Carter, St. Luke’s Hospital, Cleve- 
land; E. I. Erickson, Augustana 
Hospital, Chicago; Chaplain J. C. 
Greenwalt, Presbyterian Hospital, 
Pittsburgh; Crayton Mann, Wel- 
born Memorial Baptist Hospital, 
Evansville, Ind.; John G. Martin, 
D.D., St. Barnabas Hospital, New- 
ark; J. G. Norby, Columbia Hos- 
pital, Milwaukee; John H. Olsen, 
Richmond Memorial Hospital, 
Dreyfus Foundation, Prince Bay, N. 
Y,, and Louis Schenkweiler, Wyc- 
koff Heights Hospital, Brooklyn. 

Resolutions committee: Chair- 
man, Lawrence R. Payne, Baylor 
University Hospitals, Dallas; EF. 
Reid Caddy, St. John’s Episcopal 
Hospital, Brooklyn; Rev. Paul C. 
Elliott, Hollywood - Presbyterian 
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YEAR ’ROUND PATIENT COMFORT 


Temperature, humidity and air pol- 
lution are three factors that can cause 
discomfort to patients in every season 


With the Continentalair the patient 
is provided with an individual, bed- 
side air-conditioning unit, that may 
be used with or without oxygen. 
Temperature as prescribed by the 
physician or to the comfort of the 
convalescent is automatically main- 
tained as desired. The exclusive, pa- 
tented design of the Continentalair 
provides for the removal of excess 
humidity and air borne irritants. 


The Continentalair is a completely 
automatic, iceless oxygen tent, now 
in its fourteenth year of production. 
It is accepted by the Council of 
Physical Medicine of the American 
Medical Association. Approved by 
Underwriters’ Laboratories, Inc., 
and the Canadian Standards As- 
sociation. Write for Catalog 123. 


CROSS INFECTION 


Make it a rule to supply Visionaire 
disposable’ canopies. Visionaire 
transparent canopies for all makes 
of oxygen tents are exceptionally 
well made and designed to provide 
ample head-room, with long skirts 
that can be firmly tucked under 
mattress. All seams are heat weld- 
ed to prevent loss of oxygen. Write 
for Catalog 123. 


SE25 52 £5555 2S 


LIDianiras 


ALL PURPOSE INCU 


The Infantair combines all the fa- 
cilities for care of the premature 
or newborn infant. As an incubator 
it provides safe, controlled heat 
with provision for humidity regu- 
lation. It is easily converted to an 
oxygen tent thru use of the acces- 
sory cooling chamber. As a surgical 
bed the unit is easily adjusted to 
Trendelenburg positions. The large 
stand with ample storage space 
for supplies permits isolation pro- 
cedures. Full details in Continental's 
Catalog 123. 


CONTINENTAL HOSPITAL SERVICE, INC. 


18636 DETROIT AVE. CLEVELAND 7, OHIO 
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Hospital—Olmstead Memorial, Los 
Angeles; Frank S. Groner, Bap- 
tist Memorial Hospital, Memphis; 
Seward Hiltner, D.D., Federal 
Council of Churches, New York; 
N. O. Hoover, Mennonite Hospital, 
Bloomington, Ill.; Merten E. 
Knisely, St. Luke’s Hospital, Mil- 
waukee; Rev. C. E. Krumbholz, 
National Lutheran Council, New 
York; Karl Meister, D.D., Board 
of Methodist Hospitals and Homes, 
Chicago; Chaplain Carl R. Plack, 
National Lutheran Council, Wash- 
ington, D. C., and William G. Sodt, 
D.D., Milwaukee Hospital. 

Constitution and rules commit- 
tee: Chairman, Chester C. Mar- 
shall, D.D., Methodist Hospital, 
Brooklyn; Ritz E. Heerman, Cali- 
fornia Hospital, Los Angeles; E. C. 
Moeller, Lutheran Hospital, Ft. 
Wayne, Ind.; Hal G. Perrin, Bishop 
Clarkson Memorial Hospital, 
Omaha; Rev. Carl Rasche, Dea- 
coness Hospital, St. Louis; Bryce 
Twitty, Hillcrest Hospital, Tulsa; 
Maj. Alvena H. Wood, William 
Booth Memorial Hospital, Coving- 
ton, Ky., and R. Z. Thomas Jr., 
Charlotte (N. C.) Memorial 
Hospital. 

Local arrangements committee: 
Chairman, Rev. Joseph A. George, 
Evangelical Hospital, Chicago; Maj. 
Amy J. Adams, Booth Memorial 
Hospital, Chicago; E. I. Erickson, 
Augustana Hospital, Chicago; Mar- 
guerite M. Ducker, Program in 
Hospital Administration, North- 
western University, Chicago; Ralph 
Hueston, Wesley Memorial Hos- 
pital, Chicago; Leslie Reid, Pres- 
byterian Hospital, Chicago; Gene 
Salisbury, Chicago Hospital Coun- 
cil; Clinton M. Smith, Oak Forest 
(Ill.) Institutions; Chaplain Car- 
roll A. Wise, Evanston (Ill.) Hos- 
pital, and Richard D. Vanderwar- 
ker, Passavant Hospital, Chicago. 

Intern and resident committee: 
Lee Lanpher, Lutheran Hospital, 
Cleveland, and Joseph A. George, 
Evangelical Hospital, Chicago. 

Historians for the coming year 
are Herman L. Fritschel, Milwau- 
kee, and John H. Olsen, Richmond 
Memorial Hospital, Dreyfus Foun- 
dation, Prince Bay, N. Y. 


Ohio 

At the annual meeting in Co- 
lumbus, March 24 and 25, the Ohio 
Hospital Association named Dr. 
Frank C. Sutton, administrator of 
Miami Valley Hospital, Dayton, as 
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president-elect for 1951. Other 
officers for the coming year are: 
President, Dr. Russell B. Craw- 
ford, superintendent of Lakewood 
Hospital; first vice president, Dr. 
Harold B. Burr, administrator, 
Lima Memorial Hospital; second 
vice president, Sister M. Germaine, 
superintendent, St. Elizabeth Hos- 
pital, Youngstown, and treasurer, 
Rt. Rev. Msgr. M. F. Griffin, Cleve- 
land. Harry C. Eader, Columbus, 
was reelected executive secretary. 
Board members for the coming 
year include Henry N. Hooper, su- 
perintendent, Cincinnati General 


Hospital and Mary C. Schabinger, | 


superintendent, Detwiler Memo- 
rial Hospital, Wauseon. 


Southeastern Conference 


Officers for the coming year were 
elected by the Southeastern Hos- 
pital Conference which met in St. 
Petersburg, April 5-7. President- 
elect is Edwin B. Peel, administra- 
tor of Georgia Baptist Hospital, 
Atlanta. 

Other officers are: President, 
James M. Crews, administrator of 
Methodist Hospital, Memphis, and 
vice president, Dr. C. C. Hillman, 


director of Jackson Memorial Hos- 
pital, Miami. L. H. Gunter, execu- 
tive officer, Veterans Administra- 
tion Hospital, Montgomery, was 
reelected executive secretary and 
treasurer. 


Kentucky 


Meeting in Louisville on March 
28-30, the Kentucky Hospital As- 
sociation elected officers for the 
coming year. President-elect of 
the group is Glenn M. Reno, ad- 
ministrator of Jewish Hospital in 
Louisville. Other officers are: 

President, William C. Wyckoff, 
administrator, T. J. Samson Com- 
munity Hospital, Glasgow; vice 
presidents, E. W. Horgen, admin- 
istrator, Kings Daughters Hospital, 
Ashland, and Helena R. Hughes, 
superintendent, Riverside Hospi- 
tal, Paducah; treasurer, Arden E. 
Hardgrove, superintendent, Norton 
Memorial Infirmary, Louisville, 
and secretary, T. Ray Ingram, 
Community Hospital Service, Inc., 
Louisville. S. A. Ruskjer, admin- 
istrator, Waverly Hills Tubercu- 
losis Sanatorium, is delegate to the 
American Hospital Association. 


NEW OFFICERS of the Southeastern Hospital Conference discuss the president's program 
for the coming year. From left to right they are President-elect Edwin B. Peel, Execu- 
tive Secretary L. H. Gunter, President James M. Crews, Vice President C. C. Hillman, M.D. 
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Mnouncement 





Picker X-Ray Corporation and Allis-Chalmers Mfg. Co. are pleased to 





announce that the twenty-four million volt Betatron manufactured by 





Allis-Chalmers is henceforth to be distributed and serviced by the 








Picker X-Ray Corporation. The nation-wide Picker engineering 





and service organization now stands at the disposal of the 





Profession in the placement and maintenance of this famed 





apparatus. Inquiries may be directed to any local Picker office, 





or to 300 Fourth Avenue, New York 10, N.Y. 
ALLIS-CHALMERS 
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_ Plans Show Continued Growth 


Figures on Blue Cross enroll- 
ment and care during 1949 show 
continued growth. Total Blue Cross 
membership at the end of the year 


was 35,918,705, an increase of 3,- 


144,356 over 1948 figures. 

In the United States, 23 per cent 
of the population participated in a 
Blue Cross program, and Canada 
had 20 per cent enrollment. An un- 
usually high percentage of popu- 
lation enrolled in a plan was re- 
ported by several states. In Rhode 
Island, three out of four persons 
were covered by Blue Cross in 
1949; Delaware had 55 per cent 
coverage and the District of Co- 
lumbia had 51 per cent coverage. 

Enrollment gains were largest in 
the big metropolitan centers. New 
York City’s Blue Cross plan was 
first with an increase of 529,590. 
Second was the plan centering 
around ‘Chicago, with a growth of 
164,578, and Detroit was third 
with 154,626 new members. 

Payments made to hospitals dur- 
ing 1949 by the 90 Blue Cross plans 
totaled $327,857,819 for the care of 


4,512,329 members. Hospital pay- 
ments represented 84.46 per cent 
of the total income, the largest per- 
centage paid out for care during 
any 12-month period. It exceeded 
by almost $57,000,000 the amount 
paid during 1948. 

Total income for all Blue Cross 
plans in 1949 was $388,193,814. Of 
the balance remaining after pay- 


-ments to hospitals were made, 8.82 


per cent went for operating ex- 
penses and 6.72 per cent went into 
reserves. 


Biue Shield Figures 


Blue Shield plans have released 
financial figures for 1949. At the 
end of the year there were 68 Blue 
Shield plans and 11 medical care 
programs not yet members of As- 
sociated Medical Care Plans to 
make a total of 79 medical care 
programs. Ten nonmember and 62 
member plans aré included in the 
financial report. 

Total income for the year was 
$118,253,593, of which 79.67 per 
cent or $94,213,009 was paid to 





































“Henry, please! Not till we've joined the Blue Cross.” 
(Reproduced by permission. Copr. 1950, The New Yorker Magazine, Inc.) 











doctors for benefits to members, 
Operating expenses for the year 
equaled 13.32 per cent and 7.01 per 
cent of the total income was added 
to reserves. 
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ADMISSION-STAY 


The average inpatient rate for Blue 
Cross plan patients in February was 
122 per thousand, an increase of 2.5 
per cent over the January figure of 
119 per thousand. The February 1950 
rate was higher than the figure for 
the same month in 1949 when 120 pa- 
tients per thousand were hospitalized. 
The difference between February fig- 
ures for this year and last, however, 
was not as large as for January in the 
same years. The rate for January 1949 
was 115 per thousand. 

The average length of stay for Jan- 
uary was 7.56 days, a decrease of .2 
days from the December rate of 7.76 
days. This is .09 days less than the 
average length of stay of 7.65 days 
for January 1949. 





Class for Supervisors 


Currently enrolled at City Col- 
lege of New York midtown busi- 
ness center are 35 supervisors of 
the Associated Hospital Service, 
New York’s Blue Cross plan. Their 
course in supervisory techniques 
is a special adaptation of one regu- 
larly offered by the business man- 
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a _ This is the A.S.R. Surgeon’s Blade with the ultra-keen ‘Command Edge.’ 


a is. It represents the highest achievement of fifty years of precision craftsmanship . . . 
a blade so true, so precise, so perfectly balanced that it literally becomes a part of the 
surgeon’s hand. Many leading surgeons report that the keen, durable 
A.S.R. Surgeon’s Blade withstands incisions normally requiring three or four blades... 
saving many precious minutes of operating time. 
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1. A.S.R. Surgeon's Blades get double 2. ...and are then hermetically sealed 

protection against moisture. They in aluminum foil. Can be stored 
sl are first wrapped in heavy wax paper for years and still retain matchless 
¥ : uniformity and keenness. 

om 

4 
— 
r Blue “1 
y was 2 
of 2.5 wu 
ure of = 
y 1950 7 
re for 
20 pa- 
alized. 
ry fig- 
wever, 
in the A. Ss. R. $ f > 
y 1949 Double Edge Razor Blades R . } Sanitary Utility Protector 

(for hospital use) : Has 8 practical uses, among them: 
oe" Same superior steel—same , ¢ Bedpan Cover 
it 7.76 technical excellence as A.S.R. | * Treatment Tray Cover 
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agement unit of the City College. 

Leaders of both the Associated 
Hospital Service and the college 
have been interested in the evolu- 
tion of the special training course 
and regard it as setting a new pat- 
tern in industrial training, as yet 
comparatively untried in the gen- 
eral area of hospital administra- 
tion and care. 

The program was set up at the 
request of unit heads within the 
Associated. Hospital Service who 
wanted specialized knowledge in 
the field of industrial management. 


The course consists of two-hour 
weekly sessions for ten weeks. 
Participation is entirely voluntary. 
All costs are paid by the Asso- 
ciated Hospital Service, and classes 
are being held on company time. 


Inter-Plan Bank 


With a successful first year com- 
pleted, Margaret Hill, manager of 
the Inter-Plan Service Benefit 
Bank, has announced bank review 
schools for postgraduate instruc- 
tion in handling operating details 
of the system. Meetings now are 





Service. 


With hypodermic syr- 


inges, too, it’s how long they last under 
repeated usage that determines their cost. 
You don’t buy just a hypodermic syringe; 
you buy HYPODERMIC SERVICE. 

B-D syringes stand up longer under 
constant use, repeated sterilization, and 
ordinary handling. They save through 
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B-D PRODUCTS 
Made for the Profession 





For best results always use a at 
B-D Needle with a B-D Syringe. 





Becton, DickiNsSON AND Company, RUTHERFORD, N. J. 


132 





being held in Portland, Ore., New 
York City, Roanoke, Va., Tulsa end 
Chicago. 

A year ago the Blue Cross Com- 
mission established the inter-plan 
bank to simplify hospital care for 
plan members when they were 
away from their home areas. Es- 
sentially it is a system of recipro- 
cal benefits which has resulted in 
greatly increased coverage of plan 
members. At the beginning of 
April, 65 of the 90 Blue Cross 
plans were cooperating. 

















United Medical Service 


James F. Coleman has been ap- 
pointed executive vice president 
of United Medical Service, the 
Blue Shield plan in the Greater 
New York area. 

Formerly group actuary of the 
State Mutual Life Assurance Com- 
pany of Worcester, Mass., Mr. 
Coleman has had wide experience 
in the insurance field including 19 
years with the Metropolitan Life 
Insurance Company in_ various 
executive capacities. In 1939 he 
was made a fellow of the Society 
of Actuaries. 





















Civilian Health Service 


A reorganization of the health 
service program for civilian em- 
ployees of the Department of De- 
fense, effective July 1, 1950, has 
been announced by Louis Johnson, 
Secretary of Defense. The new 
program gives the surgeons gen- 
eral of the Army, Navy and Air 
Force responsibility for civilian 
health services in each of the three 
departments. Dr. Richard L. Meil- 
ing, director of medical services, 
Office of the Secretary of Defense 
will coordinate the program. — 

Civilian employees of the mili- 
tary forces represent approximate- 
ly 40 per cent of the two million 
United States civil service employ- 
ees. In June 1949 there were more 
than three quarters of a million 
military department employees 
within the country, and another 
120,000 were in foreign or terri- 
torial service. 





























Advertising Plans 


A national newspaper advertis- 
ing campaign has been planned by 
the American Medical Association 
to tell its story for voluntary 
health insurance and against com- 
pulsory government medical in- 
surance. October of this year has 
been selected tentatively as the 
month for the public relations 
drive. 
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Flectronic Time 


Use of the remarkable, versatile electron 
tube has proved to be an outstanding 
achievement in time control. 

The new IBM Electric Time System with 
Electronic Self-regulation requires no 
special clock or signal wiring. All units in 
the system are coordinated perfectly— 
corrected automatically should they be 
fast or slow. Each clock in the system is 
merely connected to your building’s regu- 
lar AC wiring and is kept on the same, 
uniform time electronically. Each signal, 
connected in the same way, sounds auto- 
matically as scheduled. 

IBM Time Recorders provide a conven- 
ient, accurate method of recording attend- 
ance and job time. 


INTERNATIONAL BUSINESS MACHINES CORPORATION 
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TIME...TO MODERNIZE 


An IBM Electric Time System with Elec- 
tronic Self-regulation will furnish a money- 
saving service for your office or plant, a 
welcome service to your employees. Send 
the coupon today for full information. 


IBM, Dept. HO 
590 Madison Avenue, New York 22, N.Y. 


(] Please send brochure and technical in- 
formation. 
(] I'd like to see a demonstration. 


Name. 
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Address 
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Planning for Civil Defense 


The “cold war” developments in 
April stimulated civil defense plan- 
ning to a degree previously un- 
equalled. In this planning, the 
country’s hospitals are certain to 
be called upon to play an impor- 
tant role. As blood centers, as pos- 
sessors of staffs of doctors, nurses 


and technicians and as_ public 
health control points, heavy de- 
mands will be placed upon them. 

April events in Washington, pre- 
saging numerous others in the 
months to come, included: 

(1) Invitations sent by the Na- 
tional Security Resources Board to 
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the American Hospital Association 
and the American Medical Asso- 
ciation to name official repre- 
sentatives to a federal advisory 
committee on establishment of a 
comprehensive nationwide pro- 
gram for collection and distribu- 
tion of blood and standardization 
of equipment. 

(2) Initiation of studies by the 
security resources board and other 
government agencies on optimal 
utilization of the nation’s hospitals 
in event of emergency, with con- 
sideration being given interchange 
of military, governmental and pri- 
vate facilities; improved coordina- 
tion of construction programming; 
organization of first aid stations 
and emergency hospitals; conserv- 
ation of water supplies by. hospi- 
tals in the event of a water short- 
age. 

(3) Public disclosure of.a juris- 
dictional dispute over civil defense 
planning between the Joint Con- 
gressional Committee on Atomic 
Energy and the civil: defense sub- 
committee of Senate Armed Serv- 
ices Committee. 

(4) Launching by the Public 
Health Service of a series of two- 
day radiation indoctrination cours- 
es throughout the country, enroll- 
ees being —in the main — public 
health nurses, municipal hospital 
officials and sanitary engineers. 


Army Hospital Management 


A long-range program of the 
Army Medical Department for the 
application of scientific manage- 
ment principles to its installations 
has reached the second phase of 
development. The 125-bed station 
hospital at Fort Meade, Md., has 
been selected as the testing labora- 
tory in which management princi- 
ples will be tried out on a smaller 
hospital. 

In one of the large Army gen- 
eral hospitals, Valley Forge Gen- 
eral Hospital, Phoenixville, Pa. 
the management program was at- 
tempted initially. Largely result- 


| ing from the Valley Forge ex- 


periment, a new type of general 
hospital organization and new op- 
erational procedures have been 
developed. 

Smaller hospitals will present 
new and different problems, it is 
believed, but increased operating 
efficiency is expected to result with 
the introduction of principles used 
at Valley Forge. Lt. Gen. Leonard 
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T, Gerow, Second Army command- 
er, and Col. Harold W. Glattly, 
Second Army surgeon, will direct 
the experimental program at Fort 
Meade. 


Inter-Agency Institute 


Twice a year the six federal 
agencies controlling government 
hospitals plan an inter-agency hos- 
pital institute to instruct hospital 
managers with broad concepts of 
management and administration. 
From April 17 to May 5 the third 
institute in this program is taking 


-place at the Army Medical Center 


in Washington, D. C. 

Sponsorship of the institutes ro- 
tates among the participating 
agencies, the Veterans Adminis- 
tration, Public Health Service, Bu- 
reau of Indian Affairs, Navy, Air 
Force, and the Army, which has 
planned the current program. 

Approximately 40 civilian and 
military hospital representatives 
are attending the institute to hear 
discussions of hospital administra- 
tion, government responsibility for 
hospitalization, executive leader- 
ship, personnel management prin- 
ciples, hospital nursing and med- 
ical education. 

Speakers include men and 
women prominent in medical ad- 
ministrative fields in both govern- 
mental and civilian areas. Col. 
Floyd L. Wergeland, chief of the 
Education and Training Division, 
Office of the Army Surgeon Gen- 
eral, is chairman of the Inter- 
Agency Subcommittee on Training 
of Administrative Personnel, which 
planned the institute. 


Hypertension Study 


A clinical section on general 
medicine and experimental thera- 
peutics has been set up in the Bal- 
timore Marine Hospital as part of 
the research program of the Na- 
tional Heart Institute of the Public 
Health Service. Investigation in 
the new section will center around 
problems of hypertension. Drugs 
now under development will be 
studied systematically. 

Dr. Luther L. Terry, chief of the 
medical service at the hospital, 
will head the new section under 
the general direction of Dr. James 
A. Shannon, Associate Director 
(for Research) of the National 
Heart Institute. 

Approximately 60 beds have 
been allocated for use in the pro- 
gram which will, at the outset, 
function: as a clinic in the Balti- 
more Marine Hospital. The section 
will form a nucleus for the clinical 
staff of the National Heart Insti- 
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A Fund Raising Organization 
e of Hospital Experts 
e for Hospital Campaigns 


(25 years of successful experience in the hospital field) 
* * * 


EXAMPLES OF SOME OF OUR 
RECENT CAMPAIGNS 


Annapolis meer Hospital June, 1949 
Annapolis, Marylan Population: 13,069 
Goal fer New Wing} ; $350,000 


Raise 





RE  tinssancoesisSehmentnrieasiintnonactbacinsponiees 
Total Cost (Including both fixed fee and 
all campaign expenses)............. Ne Ome ee ip costensectiaae 6.0%, 


* * 


Deaconess Hospital December, 1948 
Grand Forks, North Dakota Population: 20,228 
Goal New Wing) $500,000 
Raise 
SERRE 
Total Cost (Including both fixed fee and 

7 eee cape ss 6.4%, 


* * * 


CORNING HOSPITAL February, 1949 
Corning, New York Population: 16,212 
Goal (for New Wing) $325,000 
Raised $451,600 
Number of Gifts 7,894 
Total Cost (Including both fixed fee and 

all campaign expenses) 5.7% 


* * 


*Peninsula General Hospital May, 1949 
Salisbury, Maryland Population: 10,313 
Goal (for New Wing) $350,000 
Raise 
Number of Gifts 
Total Cost (Including both fixed fee and 

oP ae Pn ee 6.2%, 

















*Our second successful campaign for Peninsula General Hospital. 





When your Board's next fund raising problem arises, your 
first move toward. campaign victory will be to request a 
Haney consultation . . . without any obligation or expense. 














CHARLES A. HANEY 


& 
ASSOCIATES, INC. 


259 WALNUT STREET 
NEWTONVILLE 60,MASSACHUSETTS 
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tute at the new Clinical Center of 
the National Institutes of Health, 
scheduled to open in Bethesda, 
Md., in 1952. 


Veterans Chaplaincy Service 


Chaplain Edward A. McDon- 
ough of Boston has been appointed 
director of the Veterans Adminis- 
tration Chaplaincy Service, suc- 
ceeding Chaplain A. J. McKelway, 


who asked to be relieved because 
of ill health. Chaplain McDonough 
has been acting director of the 
service for the past year. 

The new director, a Roman 
Catholic, has been with the Veter- 
ans Administration as a chaplain 
since 1945, serving as chief of the 
personnel division and later as as- 
sistant director of the chaplaincy 
service. 





New! for your laboratory 
THIS “10 FEATURE SINK” 


...at No Extra Cost 


A GUARANTEED 
PRODUCT OF 
KEWAUNEE MFG. CO. 
Available Now 
in Stock at Adrian, Mich. 


e Molded in one piece 
e No joints or seams 








e Interior corners are radiused 

e Attractive uniform ebony black surface 

e Sloping bottom to give complete drainage 

e Guaranteed to withstand maximum thermal shock in 


normal laboratory use 


e Extremely resistant to all chemical attack other than 


hydrofluoric acid 


e Extremely resistant to attack by bases and salts 
e Highly resistant to attack by acids at room temperatures 
e Easily and thoroughly cleaned with detergents or if 


necessary by solvents 


Write for Special Kemtherm Sink Folder illustrating and describing 
15 models of this new "IO Feature Sink” for all Laboratory uses 


Representatives and Sales Offices 
in Principal Cities 


Manufacturers of Wood and 
Metal Laboratory Equipment 


5082 SOUTH CENTER STREET ® 


136 


SMeuauiiee My. Cr 


C. G. Campbell, President - 
ADRIAN, MICHIGAN 





Hospitalized Veterans 


By the end of February 1950 
there had been 111,562 Veterans 
Administration patients in hospi- 
tals during the month. Of these, 
approximately one-third were 
hospitalized with service disabili- 
ties and two-thirds with nonserv- 
ice disabilities. 


International Health 


Congress has authorized and the 
Public Health Service now is get- 
ting under way an intensive re- 
cruitment program for overseas 
workers in the health field. The 
purpose of this current expansion 
is in line with other steps taken 
by the United States government 
within recent years. Overseas 
health missions are designed to 
introduce new techniques of med- 
ical science to the lesser developed 
nations in other parts of the world. 

Recruitement of personnel for 
the program will be made in the 
higher grades. It is expected that 
assignments will be made for phy- 
sicians, scientists, health educa- 
tors, sanitary engineers, sanitar- 
ians, nufses, administrators and 
technicians. 

Qualified persons who are inter- 
ested in the international health 
program should write to the Chief, 
Division of International Health, 
Public Health Service, Federal Se- 
curity Agency, Washington 25, D. 
C., for further information. 


Pittsburgh Health Center 


The city of Pittsburgh received 
from the Public Health Service 
last month the Pittsburgh U. S. 
Marine Hospital for use as a model 
health department center. In oper- 
ating the property as a health cen- 
ter for the people of the city and 
surrounding area, the municipal 
government will have the cooper- 
ation and support of the Public 
Health Service. 

As part of the clinic program, 
public health physicians, nurses 
and sanitary engineers will work 
together with private practition- 
ers, hospitals and voluntary agen- 
cies toward the prevention and 
control of communicable diseases. 
Clinical services will be provided 
for treatment of tuberculosis, ve- 
nereal disease and cancer. control, 
dental hygiene and maternal and 
child health. 

For the past several years the 
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marine hospital at Pittsburgh has 
been little used, and the average 
patient load has not required a 
structure of its size. Transfers of 
marine hospitals also are being 
made to the municipalities of Buf- 
falo and Louisville. 


Nutrition Consultants 


Eight physicians were appoint- 
ed consultants on nutrition to the 
Public Health Service last month. 
Federal Security Administrator 
Oscar R. Ewing, in making the an- 

_nouncement, indicated that the 
new consultants on nutrition would 
work to broaden and make more 
effective technical assistance in 
this area to states and local com- 
munities. The new consultants on 
nutrition are: 

Dr. Frederick J. Stare, Boston; 
Dr. Norman Jolliffe, New York 
City; Dr. A. Hughes Bryan, Chapel 
Hill, N.C.; Dr. Richard W. Vilter, 
Cincinnati; Dr. Robert E. Shank, 
St. Louis; Dr. William J. Darby, 
Nashville; Dr. Philip C. Jeans, 
Iowa City, and Dr. Grace A. Gold- 
smith, New Orleans. 


Mental Health Film  & : | HOSPITAL 
“Preface to a Life,” a new mo- : 
tion picture on mental health, has | = a Q- lJ Mi | " F-T 
been produced for the National : Oe 
Institute of Mental Health of the i 
Public Health Service, and for the : —- CALLS 
Office of Education. The film is 3 ie 
designed for parents, teachers and Efficient hospital administration de- FOR A 
other people who play an influen- mands the use of new Remington Noise- 
tial part in the life of young chil- less Typewriters — the only typewriters REMINGTON 
dren. manufactured today based on an exclu- 


Filming of the movie was under sive Presedre Printine Princi . 
es ciple to assur 
the supervision of Samuel A. Dat- silent operation. 6 iene N - 0 = | «§ a F- a i F- S m, 


“angel sewed ae ak oo of Scientific surveys show that hospital 
Tr. M. Ralp aulman, chief psy- staff members can work more efficient 
chiatrist of Mt. Sinai Hospital in more productively, with Jess fatigue, in TYPEWRITER 
New York City. Prints have been quiet office surroundings. That’s why 
made available to state mental modern, progressive hospitals are 
health authorities. It is a black and switching to Remington Noiseless Type-, 
white sound film with a running writers . . . for faster, more productive 
time of 28 minutes. typing with a minimum of sound. Mail 
~ , the coupon below for detailed informa- 
Woman of the Year—1949" tion on the New Remington Noiseless. 


Mrs. Sadie P. Delaney, chief li- e 2. , 
brarian of the Veterans Adminis- Memingtor. 
tration Hospital in Tuskegee, Ala., THE FIRST NAME IN TYPEWRITERS 
has been selected “Woman of the 
Year for 1949” by the National Remington Rand, Room 1202A, 

Urban League. The award is given 315 Fourth Ave., New York 10, N. Y. 
annually to American Negro citi- Yes, I would like more information about the New 
oe. who have contributed to the Remington Noiseless for Hospitals. 

eritage of the nation. 

For 27 years Mrs. Delaney has 
been at Tuskegee and has received Name 
many honors in recognition of her 
work with blind and mentally ill Address 
patients. She is counselor for the 
American Library Association, oman State_ ee 
Hospital Libraries Division. Copyright 1950 by Remington Rand Ine 
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Limitation of Association Services 


The Board of Trustees of the - 


American Hospital Association re- 
cently ruled that Association serv- 
ices will be limited to members, 
the ruling to be effective immedi- 
ately. HOSPITALS, TRUSTEE and the 
Master Menu are exceptions to the 
resolution. 


Services that will be limited to 
members include publications, ref- 
erence, manuals, reports, use of 
the library and staff assistance. 

In effect, the resolution will be 
applicable only to individuals in 
the hospital and health field who 
are eligible for personal or institu- 





























INSTANT KU 


Eliminates tedious expensive sanding. Chemically 


= 


- HOSPITAL CLEANIN 


PICK THE PRODUCT 
HILLYARD MADE FOR THE JOB! 


RL Ok 


dissolves old paint and varnish. Non-inflamma- 
ble. Safe. Put Kurl-Off to work on your furniture, 
woodwork, floors . . . the job will be finished 
quicker than you think. 














Super SHINE°ALL 


All-time hospital favorite for all-purpose cleaning 


. .. furniture, floors, woodwork. U/L approved 
as “anti-slip.” Requires no rinsing. It'll save you 
one whole labor process. 


Super HIL°BRITE 


Send for Details 


on Hillyard Noiseless Hilto- 


Finished mirror-bright, yes— but wholly safe. 
This liquid self-polishing wax dries in 20 minutes 


tional membership in the Associa- 
tion but are not members in good 
standing. The Association has tra- 
ditionally aided organizations not 
primarily in the health field, and 
therefore not eligible for member- 
ship. Public and private agencies 
of this sort will continue to re- 
ceive services at their request and 
for their own use. 

Increased demands for Associa- 
tion services made this ruling 
necessary. : 


First Auxiliary Certificate 


Less than eight months after the 
1949 American Hospital Associa- 
tion convention established its 
Type Five institutional member- 
ship for women’s auxiliaries, the 
officers of this rapidly expanding 
group report great progress in 
their program. The first group to 
complete the application proce- 
dure, last January, was the wom- 
en’s auxiliary of the Evanston 


AUXILIARY PRESIDENT Mrs. George Slight 
and Arkell B. Cook, administrator of Evanston 
(Ill.) Hospital examine Certificate No. One. 


(Ill.) Hospital, and last month this 
group received Certificate No. One. 

Beginning in January, the Com- 
mittee on Women’s Hospital Aux- 
iliaries, headed by Mrs. Amos 


Dixon of Stillwater, N. J., did con- 
centrated work on informing aux- 
iliaries of the values of institu- 
tional membership in the Associa- 
tion. 
Through the monthly Auziliary 
Newsletter, sent to auxiliary pres- 
idents holding institutional mem- 
bership in the Association, infor- 
mation on the service projects and 
ideas of groups such as Evanston 
Hospital’s auxiliary is made avail- 
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nian, combination scrubbing 
and polishing machine. Low 
built to go under beds and 
dressers. 


...is U/L oe. as “anti-slip.” Water repel- 
lant. You'll find Hil-Brite thrifty with your time 
and dollars, 

There’s a Hillyard Maintaineer in 


your locality.: Warehouse stocks are 
nearby to serve you. 


St. Joseph, Missouri 








able for the mutual benefit of 
members. On April 1, the 700 
women in the Evanston group in- 
stituted another service project, a 
gift shop in the new wing of the 
hospital. 

Other membership benefits, in 
addition to the newsletter, are de- 
tailed in a new brochure titled 
“Your Auxiliary, Like Your Hos- 
pital, Is Nationally Important,” 
which has just been released. 

The high point in the commit- 
tee’s plans for the year will be the 
third annual conference, to be held 
in Atlantic City in September, at 
the same time the Association’s 
convention will be in session. Fea- 
tured at the conference will be the 
“Best Annual Report” contest, with 
citations awarded to two auxiliar- 
ies with the best reports of their 
yearly program. 

A problem clinic is scheduled 
for the second day of the confer- 
ence, September 19, at which three 
hospital administrators and three 
prominent auxiliary members will 
discuss problems of women’s aux- 
iliaries. 

The two preceding annual con- 
ferences of women’s auxiliaries 
have had lasting effects. Published 
proceedings of the 1948 conference 
now are recognized as a valuable 
guide to auxiliary formation and 
operation. Other manuals similar 
to the 1948 proceedings are being 
written. 

What was previously accom- 
plished for a few at conference 
time has become a year-around 
project for the Association’s Com- 
mittee on Women’s Hospital Aux- 
iliaries. The entire program has 
been developed to help auxiliaries 
to broaden their work and serve 
more effectively both the hospital 
and community. Service, fund rais- 
ing and public relations, the major 
activities of hospital auxiliaries, 
are being closely examined by the 
women. 


Convention Planning 

Program planning for the fifty- 
second annual convention of the 
American Hospital Association has 
been designed to provide a stimu- 
lating and valuable experience for 
delegates. This year’ Ss convention 
will take place in Atlantic City 
September 18 through 21. Conven- 
tion headquarters will be at the 
Traymore Hotel, and exhibits and 
the majority of meetings will be 
in the Atlantic City Convention 
Hall. 

The theme of the convention 
will be “Organizing the hospital 
to meet the changing scene.” 

Of particular interest to hospital 
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if pays to 


FAN-PLAN 


with EMERSON-ELECTRIC FANS! 


Advance planning is a factor in everything you produce 

;..in every sale you make! And as long as you employ or 

sell to people, properly planned ventilation will continue 

to bring predictable improvements in worker efficiency 

and customer relations. Fan-planning with long-life 

Emerson-Electric Fans pays dividends in extra service 
.. with Jess servicing! 


Giant Breeze EMERSON-ELECTRIC 


AIR CIRCULATERS 


Backed by the famous Emerson-Electric 5-YEAR FAC- 
TORY-TO-USER GUARANTEE, these powerful fans are 
available in 24- and 30-inch models. They are equipped 
with 2-speed ball-bearing capacitor motors, lubricated 
for 6000 hours’ service. Quiet-type blades create pene- 
trating breeze patterns up to 90 feet. Attractively styled; 
mountings available for floor, counter, wall or ceiling. 
Head off ‘summer slump” now ... see your electrical con- 
tractor, or write for free bulletin No. 544A. 


The Emerson Electric Mfg. Co., St. Louis 21, Mo. 


Everything in Fans! 


Write for complete informa- 
tion on: Belt-Drive Exhaust 
Fans, 24” to 48”; Direct- 
Drive Exhaust Fans, 12” to 
30”; Desk and Stand Oscil- 
lators, 10”, 12”, and 16”; 
Ceiling Fans; Window Fans; 
Panel Ventilators; Low-Table 
Fans. Ask for Catalog 544B. 


EMERSON <> ELECTRIC 


MOTORS -« FANS APPLIANCES 
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convention is the “T-P-R” contest 
—T for techniques, P for proce- 
dures and R for routines. Contest 
entries were accepted up to May 
1, and an announcement will be 
made in June of preliminary win- 
ners whose original techniques, 
procedures or routines to aid hos- 
pital administration are the most 


administrators attending the 1950 — 





noteworthy. Preliminary winners 
will appear at the convention to 
demonstrate their ideas. Awards 
will be given to the three top win- 
ners determined on the basis of 
audience applause meters. 
Another new convention feature 
is the small hospitals’ forum, the 
program for the Thursday morn- 
ing general session. A group of 
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administrators of hospitals of 100 
beds and under have been working 
for the past several months on per- 
tinent problems to be presented. 
From this group a panel will be 
formed to participate in the morn- 
ing’s program. 

Group conference and discus- 
sion sessions Wednesday will en- 
able delegates to explore special- 
ized phases of the hospital field. 
‘These sessions will be led by ex- 
perienced discussion leaders and 
will include a panel of several 
speakers. The major part of the 
time will be devoted to discussion 
from the floor. 

Group conferences and discus- 
sions are scheduled for purchasing 
agents, hospital architects and 
nurse anesthetists. Other topics 
that will come up for group dis- 
cussion at the same time include 
financing hospital care, state plan- 
ning, hospital accounting as relat- 
ed to hospital finance, the future of 
nursing education in relation to 
providing adequate nursing per- 
sonnel for care of patients, and 
women’s hospital auxiliaries. 

Meeting concurrently with the 
Association’s convention will be 
the third annual conference of the 
Committee on Women’s Hospital 
Auxiliaries. Auxiliary delegates 
will participate in the Wednesday 
afternoon session of the convention 
in a group discussion. 

Other affiliated organizations 
holding annual meetings in Atlan- 
tic City at the same time are the 
American College of Hospital Ad- 
ministrators, the American Asso- 
ciation of Nurse Anesthetists and 
the American Association of Hos- 
pital Consultants. State survey di- 
rectors and hospital architects also 
will meet at that time. 

Conventions are not all work 
and concentrated learning, and the 
planning committee has seen to it 
that lighter moments will add re- 
laxation to the days’ business. 
Monday evening’s informal recep- 
tion will enable delegates to get 
acquainted. The annual banquet 
on Thursday evening is always a 
popular event. Between sessions, 
delegates will have an opportunity 
to enjoy the famed recreational 
facilities of Atlantic City and its 
excellent beach. 

Following is an outline of the 
fifty-second annual convention 
program. Members of the Associa- 
tion’s House of Delegates have 4 
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preconvention meeting on Sunday, 
September 17. 


Monday, September 18 


Opening of exhibits 9:15 a.m. 
General session 2:15 p.m. 

Greetings from the Hospital In- 
dustries Association. 

Theme: Organizing the hospital 
to meet the changing scene. Part I, 
general. 

“The outlook for the nation’s 
economy.” 

“Medicine in the future.” 

“What I believe the political 
scene implies for the future.” 

Informal reception, evening 


-Tuesday, September 19 


General session 9:30 a.m. 
“T-P-R” contest. 
General session 2:15 p.m. 
Subject for discussion: Organ- 
izing the hospital to meet the 
changing scene—Part II, finances. 


Wednesday, September 20 


Group conference and discussion 
sessions 9:30 a.m. 
Purchasing agents, hospital ar- 
chitects, nurse anesthetists. 
Financing hospital care, 
planning. 
Group conference and 
discussion sessions 2:15 p.m. 
Hospital architects, hospital ac- 
counting as related to hospital fi- 
nance, state planning, nursing, 
women’s hospital auxiliaries. 
Meeting of the House of Dele- 
gates—evening. 


state 


Thursday, September 21 


General session 9:30 a.m. 
Small hospitals’ forum. 
General session 2:15 p.m. 
Subject for discussion: Organ- 
zing the hospital to meet the 
changing scene—Part III, medical 
practice. 
Annual banquet—evening. 


Nursing Service Manual 


Institutional members of the 
American Hospital Association will 
receive during May the “Hospital 
Nursing Service Manual,” which 
covers the essentials of good hos- 
pital nursing service. The manual 
has been prepared by a joint com- 
mittee of the Association and the 
National League of Nursing Edu- 
Cation. 

_ All phases of professional nurs- 
ing and supervision of nursing 
Services are considered in the 126- 
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page manual. It was prepared 
especially for general hospitals al- 
though the committee believes that 
it will be of value to all types of 
hospitals in improving patient care 
and nursing service. 


Polio Message 


The National Foundation for In- 
fantile Paralysis has a new pam- 
phlet directed especially to polio 


patients in clinics and to parents 
of polio patients. Four pages long, 
“A Message about Polio” tells 
what to do to prevent infection 
and the first symptoms of the dis- 
ease in addition to the aid patients 
and families may expect from the 
national foundation. The widest 
possible distribution is being 
planned for the leaflet through 
schools, hospitals and physicians. 








“Made real purty, but 
whut’s it fer?” 


My TON 
/ th (ol inn he 
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That looks like a Rongeur you're 
holding, Sacramento Sam. It 
probably was made by Fred 
Haslam & Co., who started to 
make surgical instruments in 
1848 (the same year your grand- 
pappy dug for gold at Sutter’s 
Mill). And the time your grand- 
pappy stopped that claim- 
jumper’s bullet, it’s quite possible 
that an old model Haslam instru- 
ment helped clean up his clavicle 
where the .44 slug had smashed 
it to splinters. For even in the 
first year of their production, 
Haslam Instruments were 
accepted as ideally suited to the 
needs of the medical profession. 


Now, after 102 years of tech- 
nical advancement, Haslam 


Surgical Instruments are internationally recognized for their 


dependability. 


Our present day double action Stille-Luer Rongeurs are master- 
pieces of precision. A century of experience enables us to pro- 
duce some of the world’s finest surgical instruments — strong 
and sensitive as the hands that use them. 


“Since 1848. Obedience a To The Surgeon's Touch” 


Has.lam’ @ 
Brooklyn 6, New 


Fred 


$3 Pulaski Street e 


Ine. 
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Citizens’ Advisory Committee 


A citizens’ advisory committee 
with former president Herbert 
Hoover as chairman is the most 
recent addition to the organization 
of the Health Information Founda- 
tion, a research and educational 
group sponsored by the pharma- 
ceutical, drug and allied industries. 
The executive director of the foun- 
dation is Kenneth Williamson, for- 
merly assistant director of the 
American Hospital Association. 

The new committee will provide 
a layman’s point of view on health 
problems, according to Adm. Wil- 
liam H. P. Blandy, U.S.N. (Ret.), 
president of the foundation. 

Mr. Hoover is experienced in the 
health field through his work as 
honorary chairman of the National 
Fund for Medical Education. 

Three major information proj- 
ects of the foundation were out- 
lined by Admiral Blandy recently 
in a talk given at the convention 
of the American Drug Manufac- 


turers’ Association. These are: Pi- 
lot studies, in three or four com- 
munities, of health facilities now 
available; a national survey of fac- 
tual data on health facilities, and 
studies of “marginal” areas, that 
is, communities known to be below 
average in available health facil- 
ities. 

The pilot surveys are expected 
to set patterns for the evaluation 
of health resources in any commu- 
nity. When completed, the surveys 
will present “a picture of what the 
typical American community has 
in the way of health facilities, how 
efficiently it uses those facilities, 
and what needs to be done to im- 
prove those facilities,” according 
to Admiral Blandy. 

During wartime, knowledge of 
health resources at the disposal of 
each community would be doubly 
important, Admiral Blandy con- 
tinued. In the event of another 
war, civilians in the United States 


could expect an attack at home. 
One phase of preparedness is the 
availability of civilian forces to 
meet disaster. 


Vital Statistics 


Life in the United States is long- 
er and safer than ever before ac- 
cording to 1948 and 1949 statistics 
released by the Public Health 
Service. White women in the Unit- 
ed States have.an average life span 
of 71 years. The average for white 
men is 65.5 years. Nonwhites have 
an average of 58.1 years for men 
and 62.5 for women. 

Women in all parts of the world 
except India can expect to live 
longer than men, but in the United 
States the difference in length of 
life between men and women has 
steadily increased during the past 
50 years. In 1900 the difference was 
less than three years. 

Infant mortality during the first 
year of life in 1948 was the lowest 
on record. For every thousand live 
births there were 32 deaths. A 











PROTECTOR of LIVES 


which might 
otherwise be lost 


SIMPLE to operate. SAFE for adults or infants. According to ex- 
tensive research, the MOST EFFECTIVE treatment in asphyxial 
emergencies is automatic positive-and-negative resuscitation with 
oxygen. The positive pressure ventilates safely; the negative 


phase aids circulation. 


May we send your our Bibliography on Resuscitation? 


Emerson Resuscitators are most widely used for new-borns, but 
protect lives also in operating rooms, emergency wards, and 


poliomyelitis clinics. 


Have you considered the immeasurable value 
of this small investment? 


J. H. EMERSON CO. 


COTTAGE PARK AVE., CAMBRIDGE 40, MASS. 


Makers of Emerson Respirators, Hot Packs, Lung Immobilizers, and the 
Naclerio Support for Prone-position Surgery 
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ELLE acquires expanded manufacturing facilities 


Ille-Electric Corporation—makers of the very finest in Subaqua and other Physical Therapy 
Equipment—is proud to announce to its many customers and friends, its recent removal 
from Long Island City to new, larger quarters in Freeport, Long Island. These new quarters, 
consisting of a.modern, well-equipped, one-story brick structure, will permit greatly im- 
proved manufacturing and service facilities for Ille’s distinguished line of physical therapy 
apparatus, both portable and stationary—precision-engineered for hospitals, rehabilita- 
tion centers, industrial clinics, and physicians’ offices. 


ILLE ELECTRIC CORPORATION 


old address 

36-08 Thirty-Third Street 

Long Island City, New York 

New Address 

50 MILL ROAD 

FREEPORT, LONG ISLAND, N. Y. 





FOR A QUICK, CLEAN SWEEP! 
“BIG X” Dust 


MOP 


Nationally famous. “BIG X” 
saves time—lowers labor cost. 
Snatches up dust on contact. 
A durable, heavy-duty giant, 
available in various widths up 
to 60”. Can be removed 

, from block and 
washed like new. 





Perfect for HOSPITALS! 
Don’t try to mop big areas with household types 
of mops. Instead, do as thousands of hospitals 
do: Mop much fasterand get much longer service 
—at lower cost—from “BIG X” Dust Mops, 
tize-winning, 16-ply VICTORY Wet Mops, 
OLZ-EM Applicators—for wax, seals, varnish, 
etc. (Illustrated specification sheets on request.) \& 
Your supplier has these mops or can 
get them for you from 


VICTORY 
Wet Mop 


HOLZ-EM 
Applicator 


AMERICAN STANDARD MFG. COMPANY 


MEMBERS OF THE NAT. SANITARY SUP. ASSOC.) 
CHAS. E. KREBS and WALTER O. KREBS 


' 2523 SOUTH GREEN STREET © CHICAGO 8, ILLINOIS( 


Incorporated 1908 
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| DONOR PLAQUES 
and HONOR ROLLS 
of Enduring 

BRONZE 





Depicate with pride and 
be assured of permanence! 
Select NEWMAN hand- 
chased cast bronze tablets... 
famous for superior crafts- 
manship since 1882 .. . first 
choice of discriminating hos- 
pital buyers from coast to 
coast, 


WRITE TODAY 


for free brochures and sug- 
gestions. Be sure to request 
our special low prices for 
plaques, signs and door 
plates of bronze or aluminum. 





Also makers of doors, railings, grilles 
and other made-to-order work 
IL 


NEWMAN BROTHERS, inc. 


Dept. H Cincinnati 3, Ohio 








SAVE MONEY 


in Handling of 


Gloves_ 


BUNN GLOVE CONDITIONER 


re BUNN GLOVE CONDITIONER 
provides a new method of elim- 
inating hand labor connected with 
drying and powdering of surgical 
gloves —a time-and-money saver for 
the hospital or clinic. 


The new Bunn Conditioner dries and 
powders gloves, inside and out. 
Gloves dried with this Conditioner 
regain their original shape and 
flexibility. 

The Bunn Glove Conditioner will 
dry 100 gloves in 30 minutes, and 
powder 100 gloves in 5 minutes. 
Powdering is done evenly, inside and 
out, with no excess powder at any 
point, Eliminated is the tedious and 
time-consuming task of rubbing the 
gloves one by one in powder, and the 
turning of each glove. 


NEW BUNN LIQUID 
GLOVE PATCH quickly 
seals cuts or pin holes... 


saves cutting and fitting patches. 
50c at your dealer’s. 


See your dealer for full information 
on the new BUNN GLOVE 
CONDITIONER, or write: 


THE JOHN BUNN CORP. 


159 Ashland Avenue 


Buffalo 22, N.Y 
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further decline in infant mortality 
to 31 per thousand in 1949 is indi- 
cated by provisional figures. Of the 
deaths occuring in the first year of 
life, one-third are on the first day 
and another third are in the first 
month after birth. 

The birth rate last year was 
higher than in any other year with 
the exception of 1947, which still 
holds the record. Registered live 
births in 1949 were 3,581,000. This 
figure is slightly more than 1 per 
cent above the 1948 figure but 3 
per cent below the 1947 total. 


Hospital Statistics Committee 


Dr. Edwin L. Crosby, director 
of Johns Hopkins Hospital in Bal- 
timore, has been appointed United 
States representative to a new 
World Health Organization com- 
mittee on hospital statistics. Dr. 
Crosby is also a special consultant 
to the Veterans Administration 
and Public Health Service in the 
field of hospital statistics. 

The new group, a subcommittee 
to the expert committee on health 
statistics, is concerned primarily 
with the application of the new 
international statistical classifica- 
tion of diseases, injuries and caus- 
es of death. 


Tuberculosis Death Rate 


For the past 20 years the death 
rate from tuberculosis has been 
declining, and in 1948 it dropped 
10 per cent according to figures 
published in the April issue of 
Public Health Reports, put out by 
the Public Health Service. The 
annual death rate in that year was 
30.0 per 100,000 population, which 
was less than half the rate for 
1930. 

The decline in the tuberculosis 
death rate has been sharper in 
some sections of the population 
than in others. Deaths in children 
under 15 have been reduced most, 
but the decline has been slow in 
the 65 and over age bracket. In 
fact, for white males over 65 the 
rate was higher in 1948 than in 
1941. Death rates for women have 
fallen more rapidly than for men 
and were about half those for men 
in 1948. Mortalities continue to be 
more than three times as high for 
the nonwhite as for the white 
groups. 

Iowa had the lowest tubercu- 
losis death rate in 1948 with 9.5 


deaths per 100,000. Arizona was 
highest with 82.4; however this 
represented a drop from 100 per 
100,000 in 1947. 


Nursing Education 


Graduate nurses will be offered 
a wide variety of courses in special 
nursing fields and related areas 
at the University of Chicago this 
summer. The summer quarter runs 
from June 27 to September 2. 

Designed primarily for grad- 
uates interested in nursing educa- 
tion, supervision or administration 
in hospitals or schools, the summer 
program also will cover public 
health nursing and administration. 
Additional information on these 
programs can be secured from the 
Chairman of Nursing Education, 
University of Chicago, Chicago 37. 


Careers in Nursing 


Six national organizations of 
nurses, joined together in the Com- 
mittee on Careers in Nursing, have 
been conducting a fund-raising 
drive to finance the 1950 nurse 
recruitment program. By March 1 
the committee had received pledg- 
es and money totaling $14,475.50. 
A large part of this amount, $12,- 
177.50, was subscribed by 196 
schools of nursing. The balance 
was received from 131 hospitals 
without schools. 

Posters, advertising mats and 
folders for the recruitment cam- 
paign are made available to schools 
of nursing and recruitment groups 
at cost prices. 

The committee is sponsored’ by 
the American Association of In- 
dustrial Nurses, the Association of 
Collegiate Schools of Nursing, the 
American Nurses’ Association, the 
National Association of Colored 
Graduate Nurses, the National 
League of Nursing Education and 
the National Organization for 
Public Health Nursing. 


Psychiatric Nursing Project 


Two national nursing organiza- 
tions have completed the first steps 
in a survey designed to formulate 
the qualifications necessary for 
mental hygiene and_ psychiatric 
nurses. The National League of 
Nursing Education is working 
jointly with the National Organl 
zation for Public Health Nursing 
on the project, which is financed 
by a Public Health Service grant. 
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Htasco STAINLESS STEEL OPERATING ROOM EQUIPMENT 


Worry Free ... No fear from static electricity due to conductive 
rubber ball-bearing casters on all mobile units. 


Also available, Conductive Rubber Covered C 
—— Tables, Speatatog Tables, Wheels nee Ma 
Write for Details. 


special 
areas 





No. MA92 


SINGLE BOWL STAND 


ae is 14’’x151,". The 14” dia. 
5*° deep basin a "supported by 
a ring under its entire rim. 


No. MA90 —14’’x151/2"’x36"" high. 
LIST $66.00 $46.25 
DOUBLE BOWL STAND 


No. MAS2—281/2'"x151/'"x36"" 
LIST $101.00 $68.00 


WRITE FOR 60 PAGE CATALOG M2 
KICK BUCKET SHOWING COMPLETE LINE OF 


Encircling rubber bum- STAINLESS STEEL EQUIPMENT 
per. Low center of 


Ba I gpa gua Ss a) .' a fh ATAU LW?Y) 
12 qt. cap, pail. 
No. MAO1 4) SUPPLY bet: ole pisos 
LIST PRICE $37.00 ey RE ES 
$26.75 : 
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“a SS I : STAINLESS STEEL 
ra HAEMOSTATIC 
FORCEPS. ad 


MERICAN SURGICAL 
MAADE SCISSORS 











MASTER SURGICAL 
INSTRUMENT CORP. 
WAIN GR KO) aN 


MASTER instruments are sold exclusively 
through Surgical Dealers of Reputation 
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Project Applications 


Following is a list of project 
construction applications approved 
by the Public Health Service un- 
der the Hill-Burton Act. The list 
is divided by states and carries the 
following information in order: 
Name of institution, city, type of 
facility to be built, number of 
beds, type of ownership, estimated 
total cost and estimated federai 
share. This is a continuation of the 
list which appeared on page 148 of 
HospIiTats for April. 


MARYLAND 

Cumberland Memorial Hospital; general; 
8; city; a $37,100 (1950 budget). 

Frederick ‘Memorial Hospital; general; 
-“ nonprofit; $750,000; $25,000 (1950 budg- 
et). 

eninsula Generel Hospital; Salisbury; 
general; 63; mprofit; $76 62,000; $150,000 
(1950 budget): ‘$104,000 (1951 budget). 


MASSACHUSETTS 
Franklin County Public Hos wal Green- 
ae: gene 102; nonprofit; 5,000 (1950 
e $155,925 = a. 
. > ester — tal; general; 42; non- 
rofit; $695,07 125 ,000 (1950 budget); 
106,691 (1951 budget 


MICHIGAN 
coe premerket Hospital, Dowagiac; gen- 
62; n nprofit; 76,000; ay 000 (1950 
by $267.300 (1951 budget) 
Mary Free Bed nme ped rand Rapids; 
orthopedic convalescent home; 89; non- 
profit; $234,590; $78,196 (1950 budget). 
MINNESOTA 
Charles T. Miller Hospital; St. Paul; gen- 
reine 2 “3 nonprofit; $424,900; $191,205 fi950 
udget 


MISSISSIPPI 

Community Hospital; Bruce; pees: 30; 

county; $257,700; 500 (1950 a. 
Decatur Clinic; general; 5; town; $81,- 
000; $25,266 (1950 budget). 

East Mississippi Mental Hospital, Merid- 
ian; mental and chronic; 260; state; wees 
500,000; 00,000 (1950 - budget) ; $300,00 
(1951 bu 


get). 
Nettleton Public Health Center; health 
center and clinic; ; county; $39,200; 
$13,066 (1950 budget). 

North ag Hospital; general; 25; 
county; $170 yas (1950 udget). 

Hinds foaate Public “yoo oe: 
Jackson; health center; 

892; $221,928 (1950 budget) . 

Jefferson Davis County Health Center, 
Prentiss; health center; ; county; $40,- 
500; $13, 500 (1950 budget). 

Ivy Memorial Hospital, West Point; gen- 
oral a nonprofit; $577,700; $180,200 (1950 

u 

Kilmicha el Clinic; general; 
— 3,500 (1950 budget). 

Tom’ ailey Glenextal Clini 
general; 6; county; $74,000; $24. ‘000 arose 
budget). 

Community a er Pontotoc; general; 
23; county; 7,00 89,866 (1949 budget). 
Pontotoc fas’ ealth Center; health 
center; ; county; $43,100; $14, 366 (1949 

budget). 

Kings Denegers ee Yazoo City; 
general; 60; county; $730,400; $33,000 (1950 
budget) ; $200,400 Ci9s1 budget). 


NEW HAMPSHIRE 
Wentworth Hospital; Dover; general; 20; 
city 37,500; $106,250 (1950 budget) ; $106,- 
250. " 951 budget). 


NEW JERSEY 
Monmouth Memorial Hospital; gerd 
Branch; general; 74; nonprofit; $1,125,000; 
i ,000 (1950 budget); $175,000 (1951 pudg- 


Hospital for Mental Diseases; mental; 
168; owunty; $1,180,000; $100,000 (1950 budg- 
et); $293,333 (1951 budget). 

The eg J Hos on si esenine s gen- 
eral; nonpro 253,015; $200, 000 
(1950 budgeth $206, 005 ios budget). 


4; county; 





3 CONVENIENCE 


K INDEPENDENCE 


“Camphelly,,judbed 


. + « The Campbell Bed operates on 110 Volt AC and 
both head and foot units are instantaneously reversible. 
Write us or ask your dealer about our special payment 
plan for hospitals. Illustrated literature sent on request. 


Camphell ..2 company CINCINNATI 2 + OHIO 


K COMFORT 


Hospital personnel as 
well as patients enjoy the 
self-adjusting features of 
The Campbell Bed. The 
fact that the patient has 
a finger-tip control of his 
comfort at all times elim- 
inates any need for as- 
sistance when changing 
bed position... 








NEW YORK 


Edward John Noble Hospital; Canton; 
general; 48; nonprofit; $525,000; $175,000 
(1950 budget). 

Mary Imogene Bassett Hospital; Coop- 
erstown; general; 26; nonprofit; $1, 193,000; 
$397,666 (1949 budget). 

Hamilton Community Hospital; general; 
vt nonprofit; $404,000; $133, 333 (1950 budg- 


Hebrew Hospital; Monticello; general; 
=f nonprofit; $194,500; $64,833 (1950 budg- 


Mercy Hospital; Watertown; general; 50; 
nonprofit; $400,000; $133,333 (1950 budget): 
oe ag General Hospital; general; 
hea center; ; City; $2,902,125. 
3502, 375 3950 budget). 

Women’s Christian pony oS 
Jamestown; general; $1,- 
395,323; $180,000 ,108 
(1951 budget ae 

- Vincent's Hospital, Manhattan; gen- 
eral: 5 ; nonprofit; $72,700; $24, 233 (1950 
udge 

Queens General Hospital; general; 236; 
city; $4,235,000; $1,411,667 (1950 budget). 





OPINIONS 








(Continued from page 26) 


10. The remarkable and unceas- 
ing advances in medical science. 

11. The trends in medical and 
nursing instruction and their de- 
mands on the hospital. 

12. The ratio of population to 
physician. 

13. The trends. toward speciali- 
zation and the rediscovery of the 
general practitioner. 

14. Medical group practice. 

15. Physicians’ requirements of 
hospital staff positions. 

16. The matter of “open” versus 
“closed” hospital staff organiza- 
tion. 

17. Costs of medical care. 

18. The general problem of ill- 
ness and the incidence of all types 
of diseases and disabilities at all 
age levels and of those requiring 
bed care and those who could be 
treated as ambulatory patients. 

To point up the changing order 
in at least one aspect, the following 
table that shows the rank of 
various diseases in order of death 
is of interest: 


Rank in Rankin 
Disease 1900 1946 
Diseases of heart 
Cancer 
Accidents & violence 
Cerebral hemorrhage 
Nephritis 
Pneumonia 
Tuberculosis 
Premature birth 
Diabetes 
Arteriosclerosis 
*Not available 


All of this leads to a re-empha- 
sis, of course, of the traditional 
aims: (1) The hospital must con- 
tinue to concern itself with diag- 
nosis and treatment of disease and 
disability. (2) It must engage in 
research and medical and nursing 
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FOR WARDS AND SEMI-PRIVATE ROOMS 


The above illustration 
shows how the rollers are 
whipped around the 
corners without jamming. 
For clearing window 
Openings and other ob- 
structions, bends in the 
channel must have no 
joints. Smooth, quiet. 


4 
ei 


ANNOUNCES 


ECTED 


@ “Perfected” Bed Screening gives 
private room convenience and at- 
mosphere to the most occupied 
parts of the hospital. This modern 
equipment completely overcomes 
the problem of whipping curtains 
around corners without tugging or 
pushing. There is no jamming. at 
the corners—no guiding or coaxing 
necessary. The curtains glide so 
easily that noise ceases to be a dis- 
turbing factor. There are no floor 
obstructions—the doctor and nurse 
have plenty of room to do their 
work at the bedside. A smart, col- 
orful installation. Write for illus- 
trated bulletin giving complete in- 
formation and specifications. 


HILL-ROM COMPANY, INC., BATESVILLE, INDIANA 
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QUALITY CONSTRUCTION 
BUT PRICED 


TO FIT YOUR BUDGET 


"BROOKLYN" 





“BROOKLYN” 
Hospital Case Work 
and 
Mobile Equipment 


Quality Hospital Casework, 


Mobile Equipment and Laboratory Furniture 
is backed by 30 years of continued research 
and development. All of our equipment is 
engineered and manufactured at our plant 
at Johnstown, Pa. 


"BROOKLYN" Quality Casework is constructed 
entirely of Bonderized steel and is finished 
with the exclusive Brooklyn ‘‘Resistall”’ 
baked-on enamel finish. Brooklyn’s “Resist- 
all” finish will not crack, chip, or peel under 
the most adverse conditions. 





At our plant at Johns- 
town, Pa., our Engineering 
Research Division is con- 
tinually developing better 
equipment for the Hospital 
of Tomorrow. 


BROOKLYN’S expert and ex- 
perienced Engineering Staff 
and Hospital Consulting Di- 
vision are available to you 
on room layout problems, 
and preparation of your 
specifications. 


Our services are available, 
without cost or obligation, 
to hospital managements, 
architects, and hospital con- 
sultants, 


BROOKLYN HOSPITAL EQUIPMENT CO., INC. 
192 LEXINGTON AVENUE — NEW YORK 16 
General Offices and Factory — Johnstown, Pa. 




































CHECK WITH BISHOP FOR 
YOUR HYPODERMIC 
NEEDLE AND SYRINGE 
REQUIREMENTS: 


"Blue Label" Needles 


Regular Luer 

Security Stop 

Quincke Spinal 

Pitkin Spinal 

Caudal Spinal (Malleable) 
Lemmon Spinal (Malleable) 
Dental 

Tonsil 

Infusion 

Blood Donor 

Plasma 

Plasma Processing 

Whole Blood 

Wasserman 

Needle Electrodes 

Platinum Alloy 


“Blue Label" Glass Syringes 
"Sempra" Interchangeable 
Syringes 
Metal Syringes 
“Blue Label" Thermometers 


J. Bishop & Co. 


Platinum Works 
Medical Products Division 
MALVERN, PA. 


























X-RAY 
PROTECTION 


LIGHT-PROOF 
SHADES 


Logical facilities for every 
purpose and requirement 
in which x-ray protection 
and light-proofing is a 
valid consideration. 


e 
WRITE TODAY 
for Literature 


Ray Proof Corporation 
513 West 54th Street 
New York 19, N. Y. 

















instruction and medical social 
service. (3) At the same time it 
must require its trustees, admin- 
istrators, physicians and dentists, 
if they desire their hospital to 
maintain a deserving position in 
community life as a modern and 
progressive hospital, to add the 
aims that rightfully belong to it. 

These additional aims are the 
care of patients with improvable 
chronic disease, including tuber- 
culous and psychoneurotic patients; 
convalescent service, especially for 
the patients who now benefit from 
early ambulation; rehabilitation 
service; home medical care for the 
indigent; more extensive programs 
of dental care, and programs of 
disease prevention for the people 
of that neighborhood. 

With these aims added, the gen- 
eral hospital becomes redefined and 
thus comes closer to providing a 
coordinated program of medical 
care for nearly the entire problem 
of illness. Under this kind of def- 
inition of a general hospital and 
general care beds, not enough gen- 
eral beds are being added in most 
parts of the country, and not 
enough outpatient facilities are 
available—Dr. JAcoB J. GOLUB, 
executive vice president, Hospital 
for Joint Diseases, New York City. 


Hospital beds well placed 
in most of Oklahoma 


NATURALLY I MUST speak from 
the standpoint of Oklahoma. In 
this state there has been a very 
wise distribution of hospital beds 
in most of the sections of the state. 
There have been a few instances 
where overzealous communities 
have erected hospitals and are hav- 
ing, or will have, some difficulty 
in operating them. In fact, these in- 
stitutions should have been health 
centers rather than hospitals, and 
most of them are small enough 
that they really could serve in this 
capacity. 

Two surveys were made pre- 
vious to the passage of the Hill- 
Burton Act, and these surveys 
have been followed intelligently 
by the hospital authority of the 
state board of health. It is impor- 
tant that these surveys be care- 
fully considered at the time a 
project is to be started. 

Naturally there is a shortage of 
doctors and nurses in many of these 
communities. I think, however, 
that the hospitals will serve to at- 
tract doctors and eventually nurses. 

Another thing is that most of the 
communities have not been accus- 
tomed to paying for the care of 








their indigent sick, and it is going 
to be somewhat difficult to educate 
the political agencies responsible 
for the conduct of such hospitals 
that they must finance the deficit 
caused by the care of such patients, 

On the whole, the federal agen- 
cies, as well as the state agencies, 
are doing a splendid job in the lo- 
cation and building of these new 
hospitals under the provisions of 
Public Law 725.—PAuL H. FES.Er, 
hospital consultant, Oklahoma City. 


Location and need basis 
for judging overbuilding 


IF THIS QUESTION were to be an- 
swered from the standpoint of the 
country as a whole, a large mass 
of statistics would have to be as- 
sembled and evaluated. Special 
consideration would have to be 
given to each particular state and 
to the nature of the various local- 
ities where hospitals are at present 
located or contemplated. 

The best information could well 
be gathered from a study of the 
state reports compiled for guid- 
ance in the allocation of federal 
funds for hospital construction. 
These state reports have, as a rule, 
been carefully compiled and should 
serve as a reasonable guide for 
those contemplating enlargement 
or the erection of new hospitals. 

Population growths, as well as 
the steadily increasing demand for 
hospital care, have caused many 
of our hospitals, formerly of ade- 
quate capacity, to be seriously ov- 
ercrowded. Many have waiting lists 
beyond reason. The “readiness to 
serve” factor of the past has been 
largely eliminated in many of our 
present areas. 

The widespread development of 
hospital prepayment plans, plus 
the fact that many of the modern 
procedures of medical treatment 
require hospitalization, has greatly 
increased the need for hospital 
beds. We all must realize that we 
are not building hospitals just for 
today and tomorrow but for many 
years to come and that we are liv- 
ing in a rapidly growing and ex- 
panding country. Each hospital 
development program must be 
judged upon its own merits and 
cannot always be measured by 
fixed statistical requirements. 

It is the opinion of the writer, 
based on personal experience, that, 
generally speaking, voluntary hos- 
pitals are not being over-expande 
at present, particularly with rela- 
tion to their bed capacities.—D8 
ALLAN CraIG, hospital consultant, 
New York City. 
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